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AN INTRODUCTION TO 
THE AMERICAN ACADEMY OF 
GENERAL PRACTICE 
STANLEY R. TRUMAN, M. D.f+ 


OAKLAND, CALIFORNIA 

The American Academy of General Prac- 
tice was founded June 10, 1947, by a group 
of men firmly convinced that general prac- 
tice is the backbone of the finest medical 
system the world has ever known, and that 
general practice is economically and medi- 
cally the soundest means of distributing 
care to the American people. They believe 
that the fine things in general practice can- 
not be preserved and that medical science 
and art cannot be advanced without the or- 
ganized effort of the general practitioners. 
Numerous small groups of general practi- 
tioners throughout the country had organ- 
ized, but general practice on a national 
scale had Therefore, the mem- 
bers and officers of the Section of General 
Practice of the American Medical Associa- 
tion meeting, out of official session, at San 
Francisco Convention in 1946, set in mo- 
tion the machinery that culminated in the 
founding of the American Academy of Gen- 
eral Practice. at the 1947 convention at At- 
lantie City. 

The Academy has no official connection 
with the American Medical Association, ex- 
cept that Fellows must be members of the 
American Medical Association. The Acad- 


no voice. 
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emy plans to support the A.M.A. in its high 
ideals and will support every other group 
whose aims are unselfish and for the best 
interests of individual and public health. 

The following quotation from the Consti- 
tution will clearly show the purposes for 
which the Academy was founded: 

1. “To promote and maintain high standards 

of the general practice of medicine and 
surgery. 
To encourage and assist young men and 
women in preparing, qualifying, and estab- 
lishing themselves in general practice. 
To protect the right of the general prac- 
titioner to engage in medical and surgical 
procedures for which he is qualified by 
training and experience. 
To assist in providing postgraduate study 
courses for general practitioners, and to 
encourage and assist practicing physicians 
and surgeons in participating in such train- 
ing. 
To advance medical science and private and 
public health.” 

The requirements for membership are 
high but simple. For those older men who 
may not be able to fulfill the letter of the 
requirements, but have more than fulfilled 
them by years of experience and study, the 
Board of Directors by vote may waive any 
specific requirement. To be eligible for 
membership the physician must be engaged 
in general practice. He must be duly li- 
censed in the state in which he practices, 
and must be of high moral and professional 
character. He must have had at least one 
year of rotating internship at an approved 
hospital, or the equivalent in postgraduate 
training. He must have been in general 
practice for at least three years. (Special 
consideration is being given by the Member- 
ship Committee to military service). He 
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must have shown interest in continuing his 
medical advancement by engaging in post- 
graduate educational activities. 

A feature of great interest to prospective 
members is the requirement that in each 
three year period a Fellow must complete 
one hundred and fifty hours of postgrad- 
uate work. The Membership Committee has 
not yet published the accepted list of work 
fulfilling this requirement, but it is ex- 
pected that the plan will follow somewhat 
those of similar groups who have allowed 
about one-third of the hours at staff meet- 
ings one-third at conventions, one- 
third at postgraduate courses. 

The organization of the Academy is pat- 
terned upon a combination of the most de- 
sirable features of the leading medical or- 
ganizations and the American Rar Associa- 
tion. The constitution will show that it is 
both efficient and democratic. Provision 
is also made in the by-laws for the estab- 
lishment of State and County Branches of 
the American Academy of General Practice. 

Since its inception the progress in organ- 
ization has been remarkable. After only 
three months the membership is larger than 
all but the two or three largest specialty 
groups, and the Academy is represented in 
forty-one of the States, and Hawaii. 

Every general practitioner owes it to 
himself and to the profession to which he 
has been called, to qualify for membership 
in the American Academy of General Prac- 
tice; and when he has become a Fellow, to 
do everything in his power to further its 
aims. 


and 
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TRENDS OF MEDICAL PRACTICE 
P. A. DAVIS, M. D.+ 
AKRON, OHIO 

The trends or changes in medical prac- 
tice have run on a parallel with those of 
science, influenced by demands and eco- 
nomic changes. The world population as 
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a whole is striving for better living stand 
ards, and the key to all of this is good 
health. Periods of depression, war, and in 
flationary changes affect the trends in med 
icine and science, and therefore, the health 
of our people. 

Three hundred years ago much empirica! 
medicine was practiced, and the measur 
of medical progress and advancement can- 
not be standardized by the number of sur- 
vivors from such empirical methods. Ad- 
vancement in medicine, as in all other 
fields, is accomplished by research and in- 
vestigation into the reason for the mistakes 
that have been made. The results of such 
investigations preclude the repetition of 
those mistakes. The practice of medicine 
has passed through this empirical stage, out 
of which many brilliant minds were devel- 
oped, and many lasting discoveries were 
made. It is true in medicine, as it has been 
in chemistry, biology, and physics, that 
many of our great discoveries were acci- 
dental, and we term these “fortunate acci- 
dents”. For example, penicillin was acci- 
dently discovered by Sir Alexander Flem- 
ming, of England, while he was working 
with some culture plates of staphylococcus 
which had been accidently exposed to con- 
taminated air. 

The trends in medicine have been on the 
positive side ever since the discoveries of 
such important things as the stethoscope, 
microscope, roentgen rays, radium, vaccin- 
ation, and immunology. 

Let us review some of the accomplish- 
ments which have been recorded as further- 
ing the progress of medicine and benefiting 
the human being. 

1. EDUCATIONAL IMPROVEMENTS AND 
REQUIREMENTS 

We no longer find the doctor who be- 
“ame such through an office apprenticeship, 
and if I am correctly informed, calomel, 
castor oil, turpentine, kerosene, and various 
other kitchen remedies have suffered in 
popularity. Such an era, was inevitable with 
the lack of transportation, educational, and 
research facilities. The doctor of today, 
when he enters practice, has an education 
second to none, not only in the scientific 
subjects, but in literary subjects as well, 
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and as progress is made, these other various 
topics will be added to his curriculum. Post- 
graduate instruction has been instituted by 
many medical colleges over the country in 
response to the demand of the general prac- 
titioner, who desires refresher courses. Lo- 
cal and district medical societies have also 
demanded postgraduate days for their mem- 
bers, so that they may keep abreast of the 
modern developments in treatment and 
technic. The national trend is for more 
knowledge which the practicing physician 
can take back home and thereby improve 
his value to his community. 
2. HOSPITAL DEVELOPMENT 

The development of the hospital to its 
present standard has been one of the influ- 
ential factors in providing education and 
experience for the physican of today. We 
do not have sufficient hospitals, especially 
in rural areas. When this has been accom- 
plished, rural medicine will progress and 
the individual will benefit thereby. 

RESEARCIL FACILITIES 

One hundred years ago very little re- 
search was being done, and what was being 
done suffered from lack of material, finan- 
ces, and technically trained men. Research 
has made great strides during the past fifty 
years because it has obtained financial sup- 
port from various sources. Large pharma- 
ceutical firms have expended vast sums; 
medical schools have obtained grants for de- 
finite research; closer cooperation and the 
coalition, in many cases, of hospitals and 
medical colleges supply facilities which are 
necessary for research; and, finally various 
Governmental agencies have set up research 
and teaching facilities which can accom- 
plish much which the private group cannot 
afford to finance. 

The development of industry, which 
needed medical service, has led to the estab- 
lishment of factory hospitals and research 
laboratories with well trained personnel. 
rom these have come information as to the 
toxicity of various materials to which the 
workman is exposed and the development 
of methods treating these conditions if they 
arise. 
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4. DEVELOPMENT OF NEW PROCEDURES 
OF TREATMENT 

Knowing what we do today, if we were 
to be transplanted back fifty years, we 
should be at a loss as how to treat a pa- 
tient. The development of deep x-ray ther- 
apy, elemental radiation, and atomic fission 
is a remarkable advance over the old hand 
power static x-ray machine. What is in 
the future for atomic power as a medicinal 
factor is only predictable at this time and, 
until further experiments are made avail- 
able by scientists, it must remain as such. 
New developments in medicine, surgery, 
obstetrics, orthopedics, allergies, and oph- 
thalmology have markedly lowered morbid- 
ity rates. 


>» DEVELOYMENT OF NEW MEDICINES 

a) Chemotherapeutic agents — sulfona- 
mides of various types, with which you are 
familiar. Radiated iodine and phosphorus 
and atomic energy will play future roles in 
the treatment of malignancy, anemias, and 
stimulation of growth factors. 

b) Antibiotics, notably penicillin, strep- 
tomycin, tyrothricin, and gramicidin, will 
be improved. 

c) Vitamins—closely related to 
acids have a field all their own. 

d) Anti-allergic and antihistaminic 
drugs. 

e) Split 
acids. 

f) New drugs for malaria and tropical 
diseases. 

g) Many other scientific drugs and se- 
rums. 

The next fifty vears will be the age of 
scientific research if future developments 
are as productive as in the last twenty-five 
years. These new developments have aided 
the physician in the treatment of diseases 
and they have reduced the mortality rates 
markedly. For example, in the last thirty- 
four years the death incidence from pneu- 
monia and tuberculosis has been reduced by 
four-fifths and for cardiorenal vascular dis- 
eases by one-third. 


amino 


protein or hydrolyzed amino 


6. DEVELOPMENT OF PUBLIC HEALTIL CONTROL 
AND PREVENTION CLINICS 


The education of the public is a prime 
factor in preventive medicine. If more 
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people spent as much time and money in 
keeping their human machines in as good 
and efficient working condition as they do 
their automobiles and other mechanical ma- 
chines, we would have fewer chronic ail- 
ments and we would prevent many acute 
ailments. 
7. DIAGNOSTIC METHODS 

These have been so improved that every 
physician can have them available if he so 
desires. This should increase his diagnostic 
acumen by 80 per cent. What have all these 
developments done for the individual and 
the public at large? 

a) Life expectancy has been increased 
from 37 years in 1850 to 65 years in 1947, 
with a predicted 70 years by 1970. “In 
ancient Gaul in Caesar’s time, expectation 
of life for an infant was 18 vears.... In 
Gaul in 1750, it was 28 years... .In Amer- 
ica in 1850, 37 years. In 1900, 46 years. 
In 1944, 64 vears. In 1947, 65 years. In 
1970, it may reach 70 vears. Expectation 
if life is the aggregate years that a group 
of persons will live, divided by the number 
in the group.” (Dingman.) 

b) Mortality rates have been greatly re- 
duced. Infant mortality rates have been 
markedly reduced in the past twenty-five 
years. 

c) Morbidity rates have been greatly re- 
duced. 

d) Human physique has been improved. 

e) Periods of confining and _ hospital 
stays have been reduced. 

f) Better medical service. In fact, the 
best medical service in the world is avail- 
able to the American public through its 
highly trained graduates of medicine. 

g) Development of state and community 
health programs, which are and should be 
primarily preventive, not curative, in prin- 
ciple. 

h) Development of free medical clinics, 
welfare and health services which provide 
care for the indigent, aged, blind, and many 
others who are financially unable to meet 
the expenses of the present period. 

FUTURE PROGRESS OF AMERICAN 

OF MEDICINE 

Reliable statistics show that we are the 

best fed and healthiest nation in the world. 


SYSTEM 
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They also show that we are the world cen- 
ter for medical education and research 
These facts we can be proud of and we may 
congratulate ourselves on our accomplish- 
ments which have been possible because we 
have, up to now, been smiled upon by free 
enterprise. Shall the American system of 
medicine continue to progress as it has in 
the past fifty years, or shall we become sub- 
ject to many restricting factors? 

In my opinion, there are many things, 
which, if they become effective, will revo- 
lutionize the practice of medicine to such a 
degree that we shall no longer maintain the 
world leadership which we hold today. 
What are some of these factors which are 
developing currently and gaining momen- 
tum and which will alter the course of 
medicine in the future? 

a) Centralization of medicine. leaving 
rural districts without medical services. 
This has happened owing to the fact that 
medicine has become a very scientific sub- 
ject, and graduates of today are trained to 
use all available clinical and scientific diag- 
nostic procedures to arrive at a correct 
diagnosis. These facilities are not available 
in rural communities; therefore, the prac- 
tice of medicine has become centralized near 
available facilities. These conditions can be 
corrected when rural communities make 
such facilities available to the physician. 
Recent legislation for aid in construction 
and development of rural hospitals should 
be an impetus to all communities to com- 
mence such programs. 

b) Over-specialization. If specialization 
continues to the point where every doctor 
is a specialist, the public will suffer. For 
example, John Doe supposedly has a con- 
junctivitis, nephritis, myocarditis, hemor- 
rhoids, and a boil. To get cured he must 
see an ophthalmologist, an urologist, a car- 
diologist, a proctologist, and a surgeon, or, 
as a descriptive article from American 
Science for 1947 states: 

““A pain in the head may call for x-rays of the 
Gluteus maximus, and an upset stomach may re- 
quire the attendance of a brain expert who insists 
upon having an encephalogram made. And when 


the specialist who is trained to look for but one 
source of trouble does not find it, he sends the sick 








Davis—American Academy of General Practice 


man on to another doctor who starts on a hunt for 
something else. At last when no one is able to 
discover a material reason for the illness the poor 
bewildered victim is advised to try mental treat- 
ment and there he may discover that the pain in 
his arm is the result of not having necked forty 
years before with an almost forgotten young 
woman.” 

The specialist himself will suffer, because 
these patients will consult osteopaths, chiro- 
practors, naturopaths, and many other fad- 
dists. The public loses that sacred docter- 
patient relationship which we have been ad- 
vocating for ages. Specialization should 
have as one its requirements at least five, 
and preferably, ten years, in general prac- 
tice. Dr. Ernest Irons has made the state- 
ment that we should have four or five gen- 
eral practitioners for every specialist. Sta- 
tistics show that we have almost 40,000 full 
specialists and about 50,000 half or part 
time specialists. This is over specialization 
and should not continue. In 1947, 23,900 
students were enrolled in 77 medical col- 
leges, 6,389 graduated, and approximately 
4,000 physicians died. A net gain of about 
2,300. This gain is in proportion to the 
population gain, but because of the over- 
specialization few of these graduates are 
entering the general practice of medicine. 
This is an unhealthy situation, especially 
for the rural districts. It fosters socialized 
medicine. Be a better doctor, attend post- 
graduate meetings, and take up advanced 
training in procedures in which you are in- 
terested. You, as general practitioners, 
should equip yourselves to do 80 to 85 per 
cent of all the practice of medicine and be 
capable of referring your patients to the 
most capable specialist when it is necessary. 
In some communities which are over-spe- 
cialized, the public enters complaints be- 
cause it cannot find a doctor to make a 
house call. 

c) Political encroachment. For many 
years, since 1912, there has been a move- 
ment to subject medicine to some kind of 
political control, either state or Federal. We 
have been rather complacent in the past, 
feeling that such a situation could not de- 
velop in a free country such as ours. We 
felt that our legislators would protect us, 
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and they did in most cases, but with the 
social changes that have been introduced 
already and those that are planned for the 


future, this is not the time to permit our- 
selves to think we are “untouchables”. If 
we will scan the record of the past years, 
we shall see that many states have passed 
legislation granting licenses to limited prac- 
titioners of various cults and faddists, both 
religious and non-religious. Many hospitals 
not recognized by the Council on Medical 
Education and Hospitals are in operation. 
These changes have come to pass through 
political forces. If federalization of medi- 
cine becames a reality, then both parties 
concerned—the public and the physician— 
will be denied the fruits of progress. 


d) Discouragements placed before the 
young man who desires to go into general 
practice. The present trend in education 
for the medical student is one preparatory 
course for Board certificates. The hospital 
internship is a step toward a Board resi- 
dency and does not give the student who is 
going into general practice the desired 
training. More universities should follow 
the plan of Colorado University and estab- 
lish a residency in general practice. The 
University of Kansas has just recently es- 
tablished a residency in general practice 
also, and I understand that Louisiana State 
University is going to establish two general 
practice residencies, and probably a chair 
in general practice. The University of 
Louisville has a chair in general practice, 
headed by an Academy member, Dr. D. G. 
Miller. All hospitals should have Sections 
on General Practice and the residency 
should provide graduate instruction in the 
various specialtics. Many hospital staffs 
are so over-specialized that the staff ap- 
pointments are discriminatory, and the man 
who has started in general practice is de- 
nied staff appointments, although his train- 
ing, diagnostic, and therapeutic ability is 
often above that of the appointee. This is 
not in accord with the American Medical 
Association’s Council on Medical Education 
and Hospitals. Finances often mold the 
educational course of an individual and 
over-educatior does not always make the 
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most successful physician. The young stu- 
dent today who plans to go into general 
medicine needs encouragement from medi- 
ical colleges, hospitals, medical organiza- 
tions, communities, associates, and the pub- 
lic, if we are to fulfill our duty to the coun- 
try as a whole. 

e) Public relations. Good public rela- 
tions will do more for the practice of medi- 
cine than any other single factor. Public 
start with the individual 
physician and his patients, then the local 


relations must 


medical society and the community. then the 
state, and finally, the national associations. 
As Charles M. Swart has remarked, ‘‘Public 
relations are the sum total of private re- 
lations”. The sensational, dramatic, and 
exaggerated stories of some editorial writ- 
ers about scientific medical facts is often 
misleading to the public, and the physician 
is called upon to give his patient the true 
facts. Give the public the medical trut::s, 
and they are comprehending and cooper- 
ative. The American public desires to be 
self-supporting and not subject to govern- 
mental dictates. Public relations should en- 
courage self-reliance and individual think- 
ing. 
CONCLUSION 

Scientific medicine will continue to gain 
greater scientific recognition. In the years 
to come, many new discoveries will be 
brought forth to benefit the human race. 
Life expectancy will be increased, and we 
can hope for a future of centenarians. 
World collaboration on health, welfare, and 
scientific discoveries will add to the future 
benefit of mankind, if they are used speci- 
fically for this purpose. 

The practice of medicine will continue 
and should become more efficient, gain 
more public cooperation, and increase in 
preventive potentialities, if we continue 
under free enterprise. Should this one fac- 
tor, which is predominantly an American 
heritage, be destroyed, future actions and 
decisions of the medical profession itself 
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will shape the destiny of the practice of 
medicine in America. 


In closing, I would like to quote from an 
address by Mr. Bernard M. Baruch: 


“What is this adventure in health I see dawning, 
and towards which you all have been keeping the 
doctor’s vigil through the night? This adventure, 
which you will have to lead—or it will fail—has 
many elements: 


1. More and better doctors—in more places. 


2. An immediate, complete survey to modernize 
medical education, with greater emphasis on chronic 
and degenerative diseases, mental hygiene, and pre- 
ventive medicine. 


3. More hospitals more evenly spread through 
the country. 


4. Less specialists, more general practitioners. 

5. Reorganize medical practice, stressing group 
medicine where needed and voluntary health insur- 
ance. 


6. For those who cannot afford voluntary insur- 
ance, some form of insurance, partly financed by 
the Government, covering people by law. I would 
call this “compulsory health insurance,” if that 
term’s proper meaning had not been lost. 


” 


7. Increased medical research. 
8. Greatly expanded mental re- 


habilitation. 


physical and 


9. Education to make health a national habit. 
10. A preventive medical 
reaching everyone, children above all. 
11. * new cabinet post for health, education, 
social security. 


vigorous, program, 


12. Creation of a nonpolitical, watchdeg commit- 
tee to safeguard pregress in medical care for vet- 
erans. 

13. Increased numbers of well trained nurses and 
technicians. 

14. Adequate dental care. 

15. A stabilizing economy—inflation will make 
worthless any health program or anything else.” 

And now, for your serious thought and 
consideration, I would ask these three ques- 
tions: 


1. Are the doctors going to do the prac- 
ticing of medicine in the future? 

2. Are the hospitals going to do the prac- 
ticing of medicine in the future? 

3. Is the Government going to do the 
practing of medicine in the future? You 
now have the leadership. Keep it—get in 
and pitch! 





if 


1e 


in 
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HOME OBSTETRICS* 
D. G. MILLER, M D+ 


MORGANTOWN, KENTUCKY 


I can speak with authority on my sub- 
ject as I practice in a very rural county. I 
began when all of the deliveries by other 
physicians and midwives in the county were 
under the cover. It is fitting that we ex- 
amine ourselves and if criticism is due that 
we, the general practitioners, who do nearly 
all of the home obstetrics, and more than 
50 per cent of all deliveries, decide if our 
procedures are in error, and if so, that we 
correct them. 

Frank R. Lock of Winston-Salem, N. C., 
described the program for examining all 
maternal deaths in North Carolina at the 
last meeting of the Southern Medical Asso- 
ciation. In this analysis, which is appli- 
cable to all of the South, he disclosed that 
only about 10 per cent of the deaths of 
mothers could be attributed to the mother’s 
own negligence. Further, he showed that 
of the 90 per cent of maternal deaths which 
have been due to physicians’ errors, that 
only 10 per cent had had consultation. 

I must stress these facts because I believe 
that obstetrics, not just home obstetrics, is 
the most poorly done branch of modern 
medicine. I propose to try to prove this 
thesis and to show that home obstetrics can 
be as good as the hospital variety. 

PROBLEMS IN RURAL OBSTETRICS 

The criticism of obstetrics as it is done 
in the rural areas can be divided into three 
parts: Neglect on the part of the patient, 
neglect or errors of judgment of the phy- 
sician, and lack of time of the physician. 
Perhaps the second and third are a part of 
each other; I do not think so. 

Neglect on the part of the patient is due 
to lack of money, lack of education as to the 
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value of proper prenatal and puerperal 
care, and to lack of knowledge of the dan- 
gers of neglected obstetrical care and fi- 
nally to another phase of education, the 
deeply rooted customs of some areas. These 
may apply to the use of midwives, regard- 
less of the availability of physicians, or to 
the custom of waiting until the patient is in 
hard labor before consulting a physician for 
any sort of care. 

I am certain that proper cooperation 
among the general practitioners, and proper 
regard for the welfare of the patients could 
advance the prenatal and delivery care ren- 
dered to a much higher plane. When the 
patient cannot understand the value of 
more and better care, and feels that it is a 
useless expense, it takes full cooperation 
among all concerned to get reluctant pa- 
tients into our offices. I know of an area 
where medicine was set back twenty-five 
years by a group of physicians who prac- 
ticed just as the patients wanted them to. 
This meant that the young men as they 
came into the county, dropped back into the 
methods of the poorest and oldest physi- 
cians, for fear that the modern medicine 
that they had been taught would offend 
someone. 

-atients must be gradually educated, but 
it does little good for one group to try to 
advance medicine when another physician 
can tell them that the new (to the patient) 
methods are useless and that the old ways 
are best. Individual deaths and morbidity 
among mothers may be attributed to the pa- 
tient, but as a group even these deaths and 
illnesses must be laid to us. We must edu- 
cate our patients. 

When the second group of patients is dis- 
cussed, we must take the blame for any who 
die, suffer unduly, or develop ills secondary 
to delivery when we have not insisted upon 
the best possible care. I find that when- 
ever I allow a patient to talk me into doing 
what they want, rather than what I know 
is best, that we usually have trouble and 
regret it. Errors of judgment or lack of 
knowledge upon the part of the physician 
are pitiful. These cases are few and far be- 
tween. The error of failing to ask for con- 
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sultation is a far graver one, in my opinion, 
than lack of knowledge. Any of us can 
recognize that all is not going well with our 
patients and can then ask for consultation. 
If this is not forthcoming, it is usually pos- 
sible to demand hospitalization, and there 
obtain consultation and assistance. 


The most serious and most easily pre- 
vented error in obstetrics is impatience and 
consequent meddlesome procedures. I do 
not mean that we should allow the patient 
to lie in bed without attention until the head 
is born, but I do feel that the desire to get 
through and get back home leads to too 
much pitocin, too high forceps, and exhaust- 
ed patients, who are told to bear down from 
the time of the physician’s arrival, until he 
leaves; or worse still, some physicians make 
their patients walk until delivery is immi- 
nent. Too many times the physician tires 
of the screams of the mother-to-be, and the 
constant worrying of the family and either 
resorts to too large and unjustified doses of 
pituitrin, or attempts a complicated pro- 
cedure, when a little watchful waiting 
would allow a relatively easy delivery. I 
particularly refer to forceps manipulation 
of the posterior occiput when a little time 
and manual rotation would do far better. 
I feel that this is the most frequent and the 
most abused complication of labor. I know 
that our records show that we have spent 
more time waiting for the head to rotate, 
or for dilatation and descent to progress 
far enough for manual rotation and de- 
livery, than for any other obstetrical 
problem. 

This criticism of the medical profession 
for meddlesome obstetrics can be leveled 
at the specialist as well as at the general 
practitioner and rural physician. I know of 
several men who attempt to deliver so many 
women that they resort to all sorts of pro- 
cedures to hurry the individual case up so 
they can either get to the next patient, or to 
the office, or home to bed. I know one man 
who required discipline by the hospital staff 
for routinely ordering 1 cc. doses of pi- 
tuitrin. This type of obstetrics with its 
subsequent complications does much to in- 
crease death and morbid'ty. 
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The lack of time to devote to the paticnt 
is our most serious problem. We have so 
many patients to see and so much to (io, 
that we no longer can go to the home and 
wait hours, eating with the family, often 
sleeping in the same room with the patient, 
in order that we might be with her from 
the onset of labor until its safe conclusion. 
This lack of time forces us either to adopt 
the meddlesome tactics that I have dis- 
cussed, to leave the patient alone during 
much of her labor, or to hospitalize her so 
that a nurse may watch her and report 
progress and notify us when she is ready 
for our care. However, we have had many 
intelligent families who were just as capa- 
ble of giving barbiturates and allowing the 
patient to precipitate at home, as_ busy 
nurses who gave sedation as ordered, and 
allowed the patients to precipitate in their 
hospital beds. We find that patients are al- 
lowed to precipitate most often just as 
nurses change shifts. 

The procedures that I have used in my 
home practice I use in my hospital practice 
with better results in the home. The figures 
that I will show you at the conclusion of 
the paper will bear me out in this. Our 
patients delivered at home have less fever 
and none of the episiotomies have broken 
down. It may interest you to know that for 
sometime it was necessary for us to take 
the obstetrical bag into our hospital deliv- 
ery rooms in order to have adequate equip- 
ment. One hospital still has but one DeLee 
tracheal catheter. We will give any inter- 
ested physician a list of the equipment car- 
ried in our bags. Hospital facilities give us 
plasma, incubators, and oxygen-carbon di- 
oxide for resuscitation; more immediate 
consultation and gas-oxygen anesthesia, 
with a trained anesthetist. However, we 
have sent in from the house for plasma, 
obtained and started it in less time than has 
been possible to do the same procedure in 
some hospitals. Plasma cannot be carried 
in a hot car; therefore, we do have to send 
back to our office when its use becomes 
necessary. 

PRENATAL CARE 

The proper care of the obstetrical patient 

begins with the prenatal care. In rural 
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areas, Where most home deliveries are done, 
it is a very grave problem, not yet solved 
in its entirety, to get the prenatal patient 
into the office. I feel that our greatest 
assistance has been the law requiring a pre- 
natal Kahn, and our personal rule that all 
obstetrical patients who do not come into 
the office before the sixth month, will have 
to be delivered in the hospital. There is not 
enough time to detail prenatal care, but we 
do the following as a minimum: On the 
first visit, a full history is taken. Positive 
findings are entered on a history card. A 
complete physical examination, including 
eye-grounds, the usual head, chest, abdomen, 
and pelvic, including measurements. The 
minimum laboratory work includes a Kahn, 
hemoglobin, and urine. In the South, there 
are very few women who do not need iron, 
and I have yet to find a pregnant woman 
with as much hemoglobin as I feel she 
needs, namely more than 14.5 gm. On each 
of the follow-up visits, she is weighed, her 
blood pressure taken, and urine examined 
for albumin. She is questioned for any 
signs of toxemia. The check-up visits are 
usually handled by one of our nurses. If 
there is unusual weight gain, elevation of 
blood pressure, more than a trace of albu- 
min in the urine, or if we can get a history 
of visual signs, or headache, or observe any 
edema, a more careful examination is made 
and she is asked to return in three to seven 
days, rather than fourteen to twenty-eight, 
depending upon the stage of the pregnancy 
and results of the tests. 

We cannot marshal many facts to prove 
our conclusions, but at the present time we 
definitely think that patients with adequate 
diets have much less toxemia than those 
with inadequate food intakes, especially 
proteins. This observation followed work 
done at Duke University. Most of our toxic 
patients came from a group that have had 
poor E.N.T. care from birth and many un- 
treated streptococcal infections; especially 
unrecognized scarlet fever and nephritis. 
This particular section of the country also 
has the poorest diet, and the most depleted 
soil. We urge adequate protein intake, force 
fluids, and use bedrest, sedation and usual- 


ly veratrite (a proprietary containing Vera- 
trum-Viride, 3 Craw units; sodium nitrite, 
1 grain, and phenobarbital 1/4 grain). If 
we fail to control toxemia with this regime, 
we hospitalize the patient for intensive 
therapy. Due to our distance from hos- 
pitals, we refer these patients. 

It is our custom to have the patient’s 
family notify us when she thinks that she 
is in labor. We occasionally are alerted 
without basis, but not more often than the 
other false labors. This early notification 
enables us to be near the office if we are 
called for delivery, or to hospitalize several 
from different points of the compass that 
are in labor at the same time. Rarely will 
two deliver at almost the same time in the 
hospital, but usually there is ample time 
between patients to properly prepare for 
the next delivery. 

DELIVERY 

I feel that proper home delivery demands 
that the patient be given ample sedation, 
but not enough to be uncontrollable. We 
have used the various barbiturates, in- 
cluding nembutal, sodium seconal, delvinal 
sodium, sodium amytal, and tuinal. I can 
see little difference in the amount of anal- 
gesia and amnesia produced by the various 
members of this group of drugs. I do not 
use morphine at all, having seen too many 
difficult resuscitations while at Vanderbilt, 
and experienced two myself. I do not use 
scopolamine as I feel that there is more 
delirium and lack of control over the 
patients who have had this drug. During 
the past year I have used demerol in 100 
mgm. doses, every three or four hours on 
twenty-five patients. Three of these pa- 
tients have been uncontrollable, all happen- 
ing within the past two months. They re- 
quired more chloroform than we wished, 
but to properly conduct the delivery, it was 
necessary to completely anesthetize the 
patient and use low forceps. All of these 
patients could have easily delivered with a 
minimum of assistance from the physician 
if they had been cooperative. 

We feel that the patient must be on a bed 
or table high enough for the physician to 
work without stooping or cramping himself. 
Failure to do this may result in a painful 
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sprained back, and endanger the patient 
when there is not enough room for neces- 
sary obstetrical manipulations. The hips 
must be over the edge of the bed or table 
and there must be a rigid support beneath 
the mattress or padding. We have designed 
a board which will hold our crutches and 
can be inserted between the mattress and 
springs or used on a table, sewing machine, 
or even an ironing board, to raise the 
patient to a comfortable working height. 


We turn the patient across the bed and 
put her feet in chairs if we are rushed and 
cannot take the board with us. We never 
deliver one in the middle of the bed, unless 
caught by precipitate labor. I do almost as 
many home deliveries on the kitchen table, 
as on the bed. 

Each delivery is done as a sterile proce- 
dure, preparing the field with a mercurial 
antiseptic and draping the patient with 
sterile sheets. It is peculiar that there are 
many rural patients who will not be shaved. 
We do as much as they will allow and thor- 
oughly scrub the vulva with soap and then 
the antiseptic. The refusal to be shaved has 
to do with local superstition and religious 
belief. We use two thicknesses of sheets to 
drape our patients. I still cover the anal 
region with a towel held with Jones clips, 
to the leg sheets. DeLee and the Chicago 
Lying-In group feel that this towel is best 
omitted, but frequent changes of a possibly 
contaminated towel makes me feel better 
than to leave this region exposed. It also 
helps convert the patient who does not wish 
to be exposed. 

We use the regional block technic, which 
will be shown during the meeting. I carry 
my novocaine or procaine in the form of a 
1 per cent solution in a 60 cc. bottle. We 
make and sterilize this in the office. At the 
delivery, after the procaine solution has 
been poured into the container from which 
it is used, we add 5 drops of 1:1000 epi- 
nephrine hydrochloride solution to each 30 
cc. of procaine. 

I first block the small sciatic at the 
ischial tuberosity, then go back to the 
ischial spine for the branches of the fourth 
sacral. The same skin wheal serves to block 
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the anterior branches about the clitoris, b 
directing the needle upward, through th. 
labia. I use approximately 60 cc. of 1 per 
cent procaine in each delivery. I also infil! 
trate the episiotomy line. 

This anesthetic allows us to do any sort 
of operative procedure that we wish, except 
versions. There is a varying amount of 
alleviation of the abdominal pain, but the 
backache is usually completely relieved. 
After full dilatation, the patient often re- 
quests that the supplementary inhalation 
anesthetic, usually chloroform, be omitted. 
We do not hesitate to do low forceps and 
episiotomy whenever we feel that the 
mother will be less fatigued or that the 
baby will have less trauma. The episiotomy 
is repaired in layers with No. 1 or 2 chromic 
catgut. The most important thing is to 
close the vagina water tight, to prevent the 
lochia from leaking into the wound. It goes 
without saying, that the fascia and muscle 
are approximated anatomically. 

Immediately after delivery of the head, 
we give 1 cc. pitocin, intramuscularly. As 
soon after the baby is delivered as possible, 
we give 1 cc. ergotrate intravenously. |! 
have found that this conserves maternal 
blood, even if there is occasionally prolong- 
ing of the third stage to fifteen or twenty 
minutes. This is not original with me, but 
is valuable. I do not hesitate to use a sec- 
ond dose of either pituitrin or ergotrate if 
bleeding is not kept down to 50 to 200 cc. 
More than this I consider abnormal. 

We also suction the posterior pharynx 
and upper larynx with a DeLee tracheal 
catheter and trap. The cord is tied twice 
and carefully checked before a dressing is 
applied to be sure that there is no oozing. 
I have left hemostats on until the cord 
dropped off rather than risk umbilical 
hemorrhage. We have never lost a baby, 
that we delivered, from umbilical hemor- 
rhage. Several have died from this cause 
in a local hospital. We feel these to be tragic 
and unnecessary deaths. 

SUMMARY 

Our results are summarized in the tables. 
You will note that I have not delivered these 
women without a death. I have not had a 
death where I could obtain the cooperation 
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of the patient. I especially wish to stress 
that we have had no breakdowns of episi- 
otomies that were done in the home. Two 
did have separation of the crown suture 
with slight widening of the skin incision, 
but no separation of the underlying tissues. 
Two done in the hospital had the same re- 
sult, and two hospitalized patients broke 
down completely; one was mine, the other 
my associate’s. 
MATERNAL MORTALITY 


Toxemia, undelivered 2 
Toxemia, after section 2 
Pulmonary embolus (16 days portpartem). 1 


Exhaustion and shock (Scheduled for section, 
but refused and was treated by another phy- 
sician and midwife until patient was dying).. 1 
Only two patients seen before delivery. The last, 

and one toxic section, who refused to follow orders. 

INFANT MORTALITY 
STILL BORN 

Over-large infant (13%, 15 pounds) -.: 2 

Maternal syphilis (Before prenatal Kahn Law) 2 

Toxemia, maternal 

Twisted cord, one of mconomnotic twins ............ 1 

Placenta praevia, with premature separation 
(1000 ce. blood loss before calling physician).. 1 

BORN ALIVE 


Unexplained neonatal ...........:...::..:.ccccocccescnccccerne J 
TOCINTEE. .....-.<2...-<<.;5. MNO aC Pen we RE eM te 8 
Cerebral hemorrhage .................... se corse a 
FORCEPS 

Low 163 
ea 2 
NN ra canteen cate meen eae earache ire ama 3 

169 


No fetal deaths attributable to forceps. 
EPISIOTOMIES 


EE a ee RENE eae AR Se ose 
ENE SOT, 
BREAKDOWNS 
Home (Crown stitch separation only) ................ 2 
8 a ane eee 2 
ANESTHESIA AND ANALGESIA 
I BI oo scsi sere a 
Chloroform and barbiturate -................................1383 
Chloroform and demerol ...............................------.- 25 

Chloroform and barbiturate and/or demerol 
ie SS WEEE se 237 
NN sso aneeacgiemenneceeie 68 
NN ch cases seesecioceenercaeeegeneenieantos 23 
91 
a ened 649 
RE I 5 isc cctiseiaieenecmntaomaeranns 6 
a sila detainee aaa a 17 


a SR I ois oe aici cctercncneesseescctens 11 


CORONARY ARTERY HEART 
DISEASE* 
D. D. WARREN, M. D. 


Waco, TEXAS 


I do not propose to discuss before this 
meeting of general practitioners all of the 
diseases which might affect the coronary 
arteries. The coronary arteries are sub- 
ject to all the diseases of arteries as any- 
where in the body and I do not believe it 
would be profitable for a group of general 
practitioners to spend a great deal of time 
reviewing the experimental work which has 
been done on the pathogenesis of coronary 
artery disease. This work is exceedingly 
interesting to all of us, and particularly in- 
teresting to me are the experiments of 
Leary working with rabbits, and more re- 
cently of Herrmann working with super- 
annuated hens, showing the relationship 
between high-cholesterol, high-fat diets and 
the production of coronary atheromatosis. 
Even more interesting is Herrmann’s be- 
lief that atheromatosis might be checked 
or even reduced by the feeding of low-fat 
diets. As interesting as all this work is, 
however, I believe we could more profitably 
spend our time today discussing those con- 
ditions resulting from a decrease in the 
amount of blood flow through the coronary 
artery bed, or coronary insufficiency. 

CORONARY INSUFFICIENCY 

Coronary insufficiency may be acute or 
chronic. If the artery is occluded suddenly, 
infarction of the muscle supplied by that 
artery might follow, or it might not. If in- 
farction does occur, it might be accom- 
panied by excruciating pain and shock, or 
there might actually be no symptoms at all. 
When first discovered infarction was 
thought to be almost invariably followed by 
death. There are now many cases on record 
in which a previous infarction is discovered 
at autopsy with an absolutely negative 
history. 





*Presented at First State Scientific Assembly 
held in the United States, American Academy of 
General Practice, Louisiana Chapter, Alexandria, 
La., April 3-4, 1948. 
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ATHEROMATOSIS AND ARTERIOSLEROSIS 

I would like to make a distinction be- 
tween atheromatosis and arteriosclerosis. | 
am quite sure that most of us have gotten 
into the habit of speaking of these two con- 
ditions as one, but atheromatosis is a collec- 
tion of cholesterol in the intima or subin- 
tima of the vessel and is usually found in 
middle aged men. Whereas, arteriosclerosis 
is a proliferation of the media and hardens 
the artery preventing its widening and is 
more often found in aged persons. Just 
what the exact relationship between these 
two conditions, I do not know, but the 
symptoms resulting from each and the man- 
agement of these conditions is a little more 
clear. As I said, coronary atheromatosis is 
a disease of middle age and found in men 
over women by three or four to one. This 
is the disease which kills more young doc- 
tors, that is, doctors about my age, than all 
other diseases combined. It is the most 
dramatic of all heart diseases. A typical 
case would be a doctor about forty years of 
age, perhaps a little thicker in the mid sec- 
tion than when he was a medical student, 
who has had a good day in the office, and 
by a good day I mean a busy one, who had 
a nice supper, played a couple of rubbers of 
bridge and then retired early in preparation 
for another good day in the office. About 
2:30 in the morning he is seized with ex- 
cruciating substernal pain radiating into 
the neck and arms and accompanied by 
dyspnea. His 75 year old senior partner 
is called and finds him in agony. He is 
covered with a cold sweat. His color is 
ashen gray. His face is anxious. His blood 
pressure is at first 190/100, later it is 
90/70. Morphine is given and he is rushed 
to the hospital. He has a 20 per cent chance 
of not recovering from this attack, but if 
he does recover he has a good chance of 
returning to his practice and leading a nor- 
mal life after a period of from thirty to 
ninety days. Remember though, I said 
normal life, not average. This then is a 
typical picture of acute coronary occlusion 
followed by myocardial infarction. Let’s 
see now if we can picture what happens to 
the 75 year old senior partner. He, of 
course, has senile arteriosclerosis. He too, 
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had a busy day in the office, in his slow 
methodical way, but being the senior part- 
ner he takes the afternoon off, and after a 
heavy midday meal he strikes out to the 
farm. He leaves his car at the big gate and 
starts over the new plowed ground to have 
a talk with his hired hand. He hasn’t gone 
very far when he begins feeling a dull ach- 
ing or burning, squeezing pain beneath the 
sternum which grows in intensity the far- 
ther he walks, and extends down the inner 
surface of the left arm to the wrist. He 
stops and stands still for a minute or two 
and the pain disappears. He then proceeds 
only to have the pain return. He becomes 
a little aggravated at the inconvenience this 
time and reaches in his pocket for his nitro- 
glycerin tablets. He isn’t at all alarmed be- 
cause he has known his condition for ten 
years and has carried nitroglycerin all that 
time. The pain being relieved by the nitro- 
glycerin he completes his mission and keeps 
his mouth shut about his symptoms. He 
finally dies at 92 in a fit of anger because 
some young upstart has tried to tell him 
how to practice medicine. 
DIFFERENTIAL DIAGNOSIS 

Between these two extremes of coronary 
heart disease there are cases resembling 
almost every disease of the chest and upper 
abdomen, neuritis, and myositis, and arthri- 
tis, and even toothache in the lower jaw. 
I have seen two cases who had all their 
lower teeth extracted when the pain was 
actually the result of coronary heart dis- 
ease. And I still get red in the face when 
I think of the case that I treated for four 
days as coronary heart disease, and then on 
my fifth daily visit the patient called my 
attention to a string of pimples extending 
around his left chest and asked me if | 
didn’t think it was shingles. I thought it 
was. I then tried to explain to him how I 
made the error in diagnosis. The inverted 
T-waves in leads 1 and 4 of the electro- 
cardiogram, which I at first interpreted as 
being the result of recent myocardial dam- 
age, I now realized were the result of an 
infarction which he had had perhaps ten or 
fifteen years before. As I had been an 
aluminum ware salesman in my student 
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days, I got my point over and. everyone was 
happy except me. As for me, I went away 
wondering why I could not remember all 
the things Dr. Bamber had taught me. 


Ruptured duodenal ulcer, gallbladder dis- 
ease, diverticulosis, and diverticulitis of the 
esophagus, hiatus hernia, dissecting aneu- 
rism, particularly if it is around the root of 
the aorta, spontaneous pneumothorax are 
other conditions which must be kept in 
mind. I have even seen coronary heart dis- 
ease confused with renal colic in a case in 
which, for the first twelve hours, all the 
symptoms were in the epigastrium. Of 
course, the electrocardiogram is useful in 
differential diagnosis, but I want quickly to 
emphasize that it must not be depended 
upon entirely either to confirm or deny that 
the symptoms are the result of coronary 
heart disease. There are many other condi- 
tions giving abnormal electrocardiograms, 
and there may be cases of coronary heart 
disease with a perfectly normal electro- 
cardiogram. And as was the case in my 
man with the shingles, the abnormality in 
the electrocardiogram may be in no way 
related to the present symptoms. It might 
be the result of previous disease. Serial 
tracings, of course, in such a case, are quite 
helpful. All of the instruments of precision 
are helpful and should be used if possible, 
but I am afraid there is a tendency to place 
too much reliance on them. My plea to 
general practitioners is not to send a case 
to the electrocardiographic department of 
some hospital and then rely entirely on their 
diagnosis. Their interpretation of the elec- 
trocardiogram is only a part of the diagno- 
sis. It is not a final diagnosis. The tracing 
was made by a technician. The interpreta- 
tion was made by a physician, who very 
often has never seen the patient or heard 
his story. The final diagnosis still rests 
with you. There are no short cuts to diag- 
nosis. Nothing will replace a careful his- 
tory and a careful examination of the 
patient. In these chronic cases of cardiac 
pain, a second or third history will fre- 
quently bring out symptoms that you did 
not know existed. I have seen patients who 
on the first visit would tell me that they had 


no pain at all, had never had any pain and 
then at a later visit would give me a typical 
history of angina pectoris. The pain of 
angina may be localized in any portion of 
the upper body, even in the back of the 
neck, and nowhere else, as was true in one 
case related to me by Dr. Bamber. This 
particular man had been labeled a neurotic 
by some of the best clinics in this country 
for two years before the diagnosis was 
finally made. Most of the errors in diag- 
nosis are made because the diagnosis is 
made too quickly and too positively. Don’t 
allow the patient or the family to push 
you into a diagnosis prematurely. In a 
chronic case there is no need for hurry. Ina 
critically ill patient, in shock, take care of 
your patient as you would of any critically 
ill patient in shock and don’t be forced into 
a diagnosis the first few minutes you see 
the patient. After emergency care has been 
given then review in your mind all the con- 
ditions which could cause the train of symp- 
toms of which the patient complains and do 
what is necessary to rule them out. This 
doesn’t mean that you have to delay a 
ruptured gastric ulcer until it is too late for 
surgery, but it does mean that you shouldn’t 
allow an acute myocardial infarction to 
go to surgery for ruptured peptic ulcer. 
There may be an immediate temporary 
rise in blood pressure following acute in- 
farction which is followed then by a drop 
in blood pressure. Frequently, this drop is 
rapid and progresses to a critical level in 
cases of shock. The electrocardiogram may 
show no immediate changes. Serial electro- 
cardiagrams in questionable cases are quite 
valuable. The infarcted area bulges in 
systole, but you cannot demonstrate this 
unless you have access to roentgen ky- 
mography. The rise in leukocytes and the 
fever might or might not help in the dif- 
ferential diagnosis. Most of you, I am quite 
sure, are familiar with the typical electro- 
cardiagraphic findings. If you are not, I 
will simply refer you to one of the excellent 
text books on the subject. I want to cau- 
tion you one more time, however, not to de- 
pend too much on the electrocardiogram. 
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TREATMENT 

Rest still has the number one place in the 
management of coronary heart disease. An- 
gina pectoris does not require complete bed 
rest. It does require a reasonable reduction 
in activity. Many physicians who have had 
angina pectoris for ten or fifteen years are 
still in active practice, but they take their 
time and rest frequently, particularly in 
the afternoons, and they avoid difficult ob- 
_ stetrical cases or give up obstetrics com- 
pletely. Exercise up to tolerance is prob- 
ably beneficial in angina pectoris because 
it promotes the development of collateral 
coronary circulation. Overanxious patients 
are prone to want to go to bed when you 
make a diagnosis of angina pectoris. Others 
do not want to reduce their activities at all. 
You have to talk straight from the shoulder 
to this type. Both types are equally diffi- 
cult. The first, if you tell him too much, 
you'll scare him to death. The second, if 
you don’t scare him, he’ll go on and die. The 
general practitioner has a tremendous ad- 
vantage over the consultant in the manage- 
ment of individual cases, because he is fa- 
miliar with the temperament of each pa- 
tient and knows just how much to say and 
when to stop. A case of myocardial infarc- 
tion requires on an average of four weeks 
of complete bed rest. Perhaps it is better 
to say, complete rest, because it is not neces- 
sary sometimes that they remain absolutely 
in bed. These patients frequently do just 
as well sitting in a chair and using a com- 
mode instead of a bed pan, particularly 
after the pain has disappeared and after 
the temperature has returned to normal. If 
a patient has to be kept in bed too long there 
is danger of thrombophlebitis and pulmon- 
ary embolism. In these prolonged cases, 
the legs should be gently massaged in an 
effort to prevent thrombosis. I think 
enough has been said in the past few years 
on the dangers of bed rest and I do not care 
to emphasize this point too much. Bedrest 
is still important to a real sick patient. 

As to diet, in the acutely ill patient the 
diet should be liquid in the beginning to be 
followed later by a very light diet, rela- 
tively high in carbohydrate, if diabetes does 
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not exist, and low in fats. For the follow- 
up diet I have recently been using the low- 
fat, low-cholesterol diet recommended by 
Herrmann. I do not know whether the low- 
fat diet has any influence on decreasing 
the atheromotosis, but I can see no harm in 
it and I have had little difficulty in getting 
patients to follow it, except my obese pa- 
tients who need it much. A reduction in 
weight in obese patients with coronary 
heart disease is important. 

In acute infarction, particularly if dysp- 
nea is present, oxygen is helpful and should 
be used if available. Occasionally you will 
find a patient so frightened by the oxygen 
that I believe its use should not be insisted 
upon. 

Tobacco should certainly be prohibited 
after acute infarction, and in younger in- 
dividuals, but when a man is 75 years of 
age, I, for one, am not going to stop his 
smoking because of angina pectoris. I do 
attempt to get him to smoke moderately. 

Alcohol is frequently useful in control- 
ling the pain of angina pectoris, particu- 
larly in those cases who run a low blood 
pressure. I have found it particularly help- 
ful in those who have an empty stomach 
when the pain comes on. I have found it 
most useful in elderly people whose pain 
is felt at night. Its use, however, as a bev- 
erage, should not be encouraged. In this 
respect I heartily disagree with recent ad- 
vice. In my experience, at least, it leads to 
overeating and other excesses. Nitrogly- 
cerin is the drug of choice in angina pec- 
toris; 1/200 grain under the tongue will 
frequently give relief without the side ef- 
fects of pounding in the head and head- 
ache. Many of my patients, particularly 
elderly men, have found that by the use of 
nitroglycerin they can do chores that they 
otherwise could not do. I do not advise its 
use in this way but if the man has some 
strain coming up which he cannot avoid, 
then I do advise him to take a prophylactic 
dose of nigroclycerin. 

Papaverine, in a half to a grain and a 
half dose every three to four hours is help- 
ful in some cases, and niacin in 25 mg. 
doses repeated every three to four hours is 
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useful in some cases. For prolonged cases 
theocalcin by-mouth might be beneficial 
and can do no harm if it does not cause 
nausea. Morphine, of course, is the drug 
of choice in acute infarction and should 
be given promptly and in adequate amounts 
and intravenously if possible. 


As to dicumarol and heparin, I have not 
had sufficient experience with them to give 
a personal opinion. The literature would 
indicate that both have a useful place in the 
prevention of emboli, but neither should be 
used unless you have your patient hospitai- 
ized, where the prothrombin time can be 
carefully checked. They are dangerous and 
should not be used except under careful 
control. 

Quinidine should be used in all cases 
showing any change in mechanism. Even 
in cases with ectopic beats I believe quini- 
dine should be used. In these cases 1 give 
from 3 to 5 grains three to four times daily. 
If ventricular tachycardia is encountered, 3 
grains should be given every hour until the 
mechanism returns to normal or until a 
total dose of 36 grains is given. If it does 
no good in that length of time, the chances 
are that it will not do any good. If con- 
gestive heart failure develops in a case of 
coronary occlusion, even in the early stages, 
digitalis is required just as it is in any other 
heart failure. 

Small transfusions and glucose intraven- 
ously are helpful in cases of shock, but care 
should be taken when intravenous fluid is 
given not to bring on pulmonary edema. 
If pulmonary edema develops, coramine in- 
travenously has seemed to me to be bene- 
ficial. Adrenalin has no place in the man- 
agement of coronary heart disease. 


If heart disease in general is captain of 
the men of death, and we all now know that 
it is, then coronary heart disease is captain 
of the men of death for middle aged men, 
but this does not mean that we cannot give 
our coronary cases a word of encourage- 
ment, and we should give them encourage- 
ment but with caution. In the case of a 
physician, I believe it is safe to say that 80 
per cent of those having myocardial infarc- 
tion can look forward to returning to an 
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active useful life in the practice of medi- 
cine, but moderation must be the keynote 
of their way of living. There is no way of 
telling which case of coronary heart dis- 
ease will die and which will get well. Ina 
general way, the more severe the initial 
shock the greater will be the incidence of 
death, but on the other hand I have seen 
patients who had no shock die precipitately 
from a change in cardiac mechanism, per- 
haps ventricular fibrillation. I am a be- 
liever in disability insurance but I have 
seen many men whose lives have been made 
miserable by the collection of disability in- 
surance following coronary occlusion. Do 
not declare a physician totally and perma- 
nently disabled too soon. 
CONCLUSION 

In conclusion I want to emphasize again 
that a careful history and careful examina- 
tion is still of prime importance in the 
diagnosis of coronary heart disease and no 
instrument will ever replace either, im- 
portant though these instruments might be. 
And in the care of coronary heart cases, no 
man should be better prepared than the 
general practitioner. A careful understand- 
ing of the patient’s temperament is most 
important, and in this respect the general 
practitioner has a marked advantage over 
the consultant. I hope I am not leaving the 
impression that the consultant is not to be 
consulted very often, but when you do send 
a patient in do not ask for an electrocardio- 
gram and expect a complete diagnosis. 
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ETHICS IN MEDICAL PRACTICE* 
KING RAND, M. D. 


ALEXANDRIA 


May I express my gratification for the 
privilege of addressing this, the first meet- 
ing in the nation of the Academy of Gen- 
eral Practice, and to congratulate you on 
your society, the eligible membership of 
which hitherto has constituted the great 
body of American physicians, unorganized 
and inadequately recognized within and 


*Presented at meeting of the Louisiana Chapter 
of the American Academy of General Practice, 
Alexandria, Louisiana. April 3-4, 1948. 
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without the profession. 
only common tie was a membership in 
your component State Society and the 
American Medical Association. Those de- 
voting their time and talents to a limited 
sphere of medical activity have long enjoyed 
the advantages of restricted grouping. Your 
action is opportune. As an outsider I would 
like to acknowledge the esteem and respect 
in which you are, or should be, held by all 
_members of the profession. You are the 
foundation of the profession. To serve, 
you must possess the fundamentals of all 
medical knowledge, confessedly inadequate, 
for no human mind can grasp and retain all 
known facts of the art and science for the 
practice of medicine, but yours is the task 
to recognize disease, to recognize it early. 
and direct its course to a happy termina- 
tion, by your own skill or that of one de- 
voting his attention to the limited sphere 
of medical activity—the specialist, who 
for obvious reasons, may or should be more 
‘apable of handling the specific case. The 
truth of this statement you likely recognize 
and acknowledge. Its vindication each of 
you has experienced in attending scientific 
meetings where the essayist emits the 
fundamental fact that it is the duty and 
responsibility of the general practitioner 
early to recognize disease, whether it be 
cancer, tuberculosis, a faltering heart, a 
surgical emergency, or what-not in order 
that the patient may receive the early in- 
dicated medical and surgical care. Yours 
is, indeed, a task worthy of your talents. 
More might be said on this subject, but this 
is not the assignment for the 
which is, namely—ethics. 


Until today your 


occasion, 


The Greeks had a work for it, meaning 
“character,” and though defined by many 
minds in many ways, the common and 
essential interpretation is the employment 
of the principles of right conduct, executed 
to some extent to the letter, but more essen- 
tially executed in the spirit. Where people 
gather together rules of conduct become 
necessary. When the practice of medi- 
cine emerged from the mystics, ethics 
slowly took form as the child of observa- 
tion and deduction, a process of cen- 
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turies. We have our first documentary 
evidence in the principes enunciated in 
“The Oath of Hippocrates”. Expressed 
in the American language, he admon- 
ished you to be a loyal alumnus; to share 
your medical knowledge and experience 
with your fellow practitioners; that the 
patient is the all important individual, 
demanding and deserving your best skill 
and attention; that you never have the 
choice of life or death with the born or 
unborn; that you do not attempt that which 
is beyond your capacity and ability, but 
should call in your more experienced 
brother; that you must not be too familiar 
with your patients; to learn to keep your 
mouth shut concerning your patients’ trou- 
bles, the first enunciation of privileged 
communications, and then summarized the 
whole spirit of the document by stating that 
in observing these things “May it be 
granted to me to enjoy life and the practice 
of the art respected by all men and all 
time.”” There is no certainty that he wrote 
this document, though he is generally given 
credit, and it has been said that if he did 
not write it, he could and should have—it 
is in his style. Do not hold him too lightly. 
He knew more medicine than you think. He 
lived in the times of Socrates, Herodotus, 
Aristotle, Plato, and other mental giants, 
a period of which it has been said that 
never before or since have so many men of 
genius appeared in the same space and time. 
Whom do you know in modern medicine 
who will be commented upon at a medical 
meeting twenty-three hundred vears from 
now? 


We will rapidly skip along and let you 
peep at the physician of the Middle Ages. 
He is instructed as to bedside manners, to 
approach the bedside humili vultu, which 
might be translated by the picture of a 
slightly experienced bride putting on a 
show of exaggerated innocence on approach 
to the nuptial couch. He was always to re- 
gard the present case as grave—heads I 
win, tails you lose. If the poor devil lived 
the medico was a good therapeutist; if he 
passed on then his gift of prognosis was 
vindicated. While in the home, he should 
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not ogle the patient’s wife, daughter, or 
maid-servant, and thus diminish his profes- 
sional credit. Harmless remedies were per- 
missible so that the patient might believe 
he was getting his money’s worth, while 
normal recovery by the healing powers of 
nature might injure the physician’s thera- 
peutic reputation. People back there didn’t 
always pay their bills either, and there was 
complaint from the doctor, one of whom 
suggested that the ungrateful convalescent 
might be temporarily sickened by some 
harmless dosing. Times Marches On! Some- 
how, there is something familiar in this 
picture of the doctor’s conduct in the 
Middle Ages. 


A consideration of the history of the pro- 
fessional moral conduct since the founding 
of the republic to the middle of the 19th 
Century reveals that rules governing such 
conduct were local in scope, covering the 
community or city. There was no accepted 
code for the profession as a whole. About 
one hundred years ago, in 1847 to be exact, 
the American Medical Association was or- 
ganized, a central body, national in scope, 
giving expression and publicity to national 
professional opinion. Among its earliest 
endeavors was the crystallization of the 
principles of ethical conduct. It has not 
varied its purpose to date, working with the 
realization that professional ethics are 
necessary for the protection of the public 
and the sick against ways of unscrupulous 
physicians; that rules and ideals are neces- 
sary in the relationship of one physician to 
another. The problem has become more 
complex as has the practice of medicine be- 
come more complex. Its published code of 
ethics cannot be exhaustive or all inclusive, 
but the general principles verily covereth a 
multitude of sins. A few of these principles 
bear scrutiny. 

First, never in the presence of a patient, 
or to a patient, criticize the work or acts 
of another physician—you were not there, 
brother—you do not know the circum- 
stances, and you do not know what you 
might have done. In medicine one frequent- 
ly, very frequently, too frequently, has to 


477 
act now; not like his friend, the lawyer, 
take it under advisement and come back 
next week. And besides, the patient fre- 
quently gives the wrong picture, omits es- 
sentials and relates half truths. 
ber, too, you are not so perfect as to be de- 
void of faults. 


Remem- 


Experience teaches us that 
many malpractice suits are precipitated by 
thoughtless remarks, unfair remarks of one 
physician about another. Of all people in 
the world, you should realize that silence 
so frequently is golden, and criticism as 
frequently unkind. 

Do not let your enthusiasm get the better 
of your judgment. Better to lose a patient 
to the other fellow than forget the basic 
principles of professional courtesy. In con- 
duct the physician and gentleman should 
be synonomous, remembering always that 
the profession is judged by the acts of each 
and everyone of you individually. It is not 
that a man, but that a physician, did so 
and so. 

Do not, unknowingly to your patient, in- 
dulge in financial manipulations to your 
advantage. Do not accept rebates of any 
kind; your patient pays for it unknowingly, 
and this constitutes unlawful and unethical 
conduct. Admittedly, the fees receivable 
are not always equitable. Frequently, as 
general practitioners, your remuneration is 
not commensurate with your services, yet 
you cannot afford to transgress the basic 
principles governing the situation. The 
patient pays the freight. He is entitled to 
knowledge, detailed knowledge, of the dif: 
ferential. 

It is your duty to conduct yourselves so 
that you are unashamed, that vou may be 
an ornament to your calling. You need no 
document by page and paragraph to guide 
you in your relations with your fellow prac- 
titioner. That truth of morals, philosophy 
and religion is expressed by leaders of men 
through the ages in different words, but 
the same thought; “Do unto others as you 
would have them do unto you.” If this be 
your guiding thought, all physicians, all 
men will respect you. Life on this sphere 
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is so planned that you must in the darkness 
of the night associate with yourself. Let 
not that wee small voice whisper the dis- 
concerting truth that regardless of how 
much you know; and how little we do know, 
that you have needlessly failed to be a true 
physician. 
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ESSENTIAL CONSIDERATIONS OF 


THE CHRONIC DIARRHEAS* 
JOSEPH S. D’ANTONI, M. D. 


NEW ORLEANS 


I am particularly glad, for two reasons, 
to be able to discuss the chronic diarrheal 
diseases before a group of general practi- 
tioners. The first reason is the obvious one 
that general practitioners exert more influ- 
ence diagnostically in all diseases, and exert 
more influence psychologically from the 
standpoint of their relationship to their pa- 
tients, than any other physicians. My 
second reason is that almost no other group 
of diseases is more grossly mismanaged 
than the chronic diarrheal diseases. 

I do not think I am guilty of exaggeration 
in this generalization. The proof of the 
statement is apparent. The chronic diar- 
rheas are mismanaged because diarrhea is 
regarded as a clinical entity rather than as 
a symptom for which a cause must be 
sought. The symptom is fairly easy to con- 
trol, at least transiently, by rather simple 
measures. Its cause is frequently difficult 
to identify. Etiologic diagnosis is a labora- 
tory matter which calls for special tech- 
nics. The search is usually long and tedi- 
ous and it is often unrewarding. The treat- 
ment of the causative disease is always long 
and tedious. Under these circumstances it 
takes considerable strength of character on 
the part of both physician and patient to 
undertake the required diagnostic and 


*Presented at First State Scientific Assembly 
held in the United States, American Academy of 
General Practice, Louisiana Chapter, Alexandria, 
La. April 3-4, 1948. 

From the Department of Tropical Medicine & 
Public Health, Tulane University School of Medi- 
cine, and the Division of Tropical Medicine, Lake- 
shore Hospital, New Orleans, La. 
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therapeutic routine. There are, however, 
no short cuts to either diagnosis or treat- 
ment, and it is the attempt to take them 
which is chiefly responsible for the mis- 
management to which patients with these 
diseases are so often subjected. 

The general practitioner, as I have said, 
has an important role in the recognition of 
the chronic diarrheas, since he is most often 
the first to point the finger of suspicion at 
them. He cannot avoid encountering them. 
Their incidence is very high. These dis- 
eases affect all groups and classes. Their 
spread is favored by the poor hygienic 
habits which so often go hand in hand with 
poverty, and their frequency therefore de- 
creases as one ascends the social and eco- 
nomic scale, but there is no immunity to 
them on any level of society or of financial 
security. That these diseases will ever be 
completely banished seems doubtful. They 
can, however, be controlled if physicians 
and patients alike take the time and make 
the effort to do so. 

NOMENCLATURE 

Diarrhea and dysentery, although the 
terms are unfortunately rather generally 
used as if they meant the same thing, are 
not synonymous terms. Diarrhea and dy- 
sentery are both symptoms, not diseases. 
The symptoms sometimes have the same 
basic cause but they are essentially differ- 
ent from the standpoint of severity. Diar- 
rheic and dysenteric stools are alike in that 
both are unformed and both may contain 
mucus, pus, and blood. They are essentially 
different, however, in that a diarrheic stool, 
whether the diarrhea is acute or chronic, is 
chiefly fecal in composition. A dysenteric 
stool, on the other hand, contains little or 
no fecal matter; it always contains cellular 
debris, and its passage is usually associated 
with tenesmus. 


From the standpoint of the patient, diar- 
rhea represents a departure from the nor- 
mal bowel habit manifested by an increase 
in the number of stools or by a change in 
their characteristics, or by both alterations. 
Diarrhea is entirely a relative matter. What 
one person, accustomed to a certain daily 
bowel habit, would classify as abnormal, 
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another, whose normal habit is to pass two 
or more semi-formed or soft stools daily, 
would not consider abnormal at all. A dy- 
senteric stool, on the other hand, is not a 
relative matter. It would be considered ab- 
normal by any patient, no matter what his 
usual bowel habits. 

The classification of diarrheal diseases 
into acute and chronic has to do with the 
duration of the disease. It has nothing to 
do with the severity of symptoms. ior the 
purpose of this discussion a chronic diar- 
rhea may be defined as any diarrhea which 
is continuous or recurrent and which has 
lasted longer than a month. 

ETIOLOGIC CONSIDERATIONS 

My own practice, which is confined ex- 
clusively to diseases of the colon and is 
largely consultative, indicates that amebi- 
asis, shigellosis and brucellosis account, in 
that order, for two-thirds to three-quarters 
of all the chronic diarrheal diseases. Shi- 
gellosis in its acute and chronic forms 
greatly exceeds the incidence of the dysen- 
teric form (Shigella dysentery). Brucel- 
losis is becoming increasingly important as 
a major epidemiologic problem in the Unit- 
ed States, though in its intestinal variety it 
is not always recognized. In my own prac- 
tice, over a five-year period during which 
no special attention was paid to it, I recog- 
nized brucellosis as the cause of chronic 
diarrhea in only five instances. Over the 
next eighteen months, when I was looking 
for it, I identified it in 26 patients. I now 
find it in 5 or 6 patients with chronic diar- 
rhea every month. 

Diarrhea caused by giardiasis is not com- 
mon. Schistosomiasis is not a significant 
cause of diarrhea in the United States. 
Strongyloidiasis is an important intestinal 
disease, but its incidence is low and it is 
therefore not a frequent cause of diarrhea. 
Lymphopathia venereum and chronic in- 
tussusception are beyond the limits of this 
discussion. Malignant disease is also be- 
yond these limits, but the warning cannot 
be too often repeated that a possible malig- 
nant origin must be in the background of 
the physician’s consciousness whenever he 
encounters diarrhea, especially when he is 
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dealing with patients over 40 years of age 
and especially when there is blood in the 
stools which cannot be explained. Under 
these circumstances a digital rectal exami- 
nation, a sigmoidoscopic examination, and 
a barium enema are always indicated, even 
if causative parasites have been identified 
in the stools or in aspirated material from 
the intestinal tract. 
CLINICAL MANIFESTATIONS 

The symptomatology of the three most 
important causes of chronic diarrhea, name- 
ly, amebiasis, shigellosis, and brucellosis, is 
remarkably similar. All three diseases are 
manifested by such symptoms and signs as 
vague complaints referable to the abdomen, 
nervous irritability, easy fatigue, low-grade 
fever, vague muscular and arthritic pains, 
and similar indefinite complaints. Both 
shigellosis and amebiasis may be character- 
ized by regularly intermittent diarrhea as- 
sociated with malaise and lasting for 
periods of twenty-four to thirty-six hours. 
These episodes are sometimes severe enough 
to require bed rest. If arthritic symptoms 
are part of the clinical picture, they are 
likely to be exacerbated at these times. The 
acute episodes have a notable—and inex- 
plicable—seasonal incidence. In New Or- 
leans they are likely to occur between April 
15 and June 15 and between August 15 and 
October 1. 

The character of the symptomatology in 
amebiasis is related to the location of the 
infectious process. Amebic infections are 
most frequent in the cecum, where they take 
the so-called syndromic form, that is, they 
simulate such intra-abdominal diseases as 
peptic ulcer, chronic appendicitis and 
cholecystitis. In the cecal form of ame- 
biasis, constipation, not diarrhea, predomi- 
nates. When, on the other hand, the infec- 
tion is localized in the rectosigmoidal area, 
the disease takes a dysenteric or diarrheic 
form, which may be either acute or chronic. 

The passage of cysts, not of trophozoites, 
is the rule in cecal amebiasis and the gen- 
eral belief that they are of no importance 
and cause no symptoms is completely un- 
justified. The great majority of American 
protozoologists take the position that Enda- 
moeba histolytica is a tissue parasite, not 
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an inhabitant of the intestinal lumen. The 
carrier concept therefore is entirely er- 
roneous. In this disease tissue parasites 
are always pathogenic and are never in- 
nocuous. Moreover, patients who are ne- 
glected or badly managed, or whose resist- 
ance for any reason is lowered, may pro- 
gress from subclinical amebiasis to more 
serious forms of the disease. Dysentery 
may develop and may be followed by in- 
testinal perforation, ameboma, hepatitis, 
liver abscess, and involvement of other or- 
gans and systems. 

I have recently found that amebiasis not 
only occurs in children but is by no means 
infrequent in childhood. The clinical pic- 
ture, which differs from that observed in 
adults, has four outstanding characteris- 
tics: (1) The complexion has a peculiar 
muddy, yellowing tinge, which sometimes 
suggests fading sun-tan. (2) The liver is 
enlarged and_ tender. (3) Personality 
changes are notable. (4) The appetite is 
capricious; it is usually poor but it may be 
insatiable. 

Constipation is frequent in amebiasis in 
children, but diarrhea may occur and mild 
dysentery is occasionally observed. Other 
symptoms include occasional nausea and 
vomiting, low-grade fever, headaches, easy- 
fatigue, increased susceptibility to colds, 
mild abdominal pain, muscular pains, and 
mild convulsive seizures of no recognizable 
pattern. 

In the more than 200 cases of amebiasis 
which I have observed to date in children, 
the explanation of the occurrence of these 
symptoms—though not of their pattern— 
has invariably been the same: The parents, 
or others in close contact with the children, 
have had amebiasis which was usually not 
suspected but which was undoubtedly trans- 
mitted to the children. 

Patients with disease of the colon, re- 
gardless of origin, have usually undergone 
personality changes, their nervous status 
being in no wise improved by the fact that 
their complaints have been diagnosed un- 
der a wide variety of syndromes and treated 
by a wide variety of methods. Neurosis has 
frequently been the final verdict, on the 
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ground that such variable symptoms could 
not possibly arise from a single pathologic 
basis. The proof that they can so arise, 
however, is two-fold, (1) the identification 
of the causative organisms in the stools in 
shigellosis and amebiasis, and diagnosis by 
other methods in brucellosis, and (2) the 
results secured by adequate treatment. I 
should be the last to deny the association 
of a chronic anxiety state and chronic dis- 
ease of the colon, but my own experience is 
that the patient who is thoroughly investi- 
gated will usually be found to present a se. 
quence of colon disease-anxiety state and 
not the reverse. 


DIAGNOSIS 

When I emphasize that the etiologic diag- 
nosis of chronic diarrhea is a laboratory 
procedure, I do not, of course, mean in any 
way to minimize the importance of the his- 
tory and physical examination, particularly 
of the history, in the diagnostic routine. A 
history which brings to light nothing at all 
still has a negative value. Occupation, 
dietary habits, possible food idiosyncrasies, 
the source of the milk ingested, places of 
residence, military service, the relationship 
between the symptoms and the physical and 
emotional state, these and other data may 
all provide information which will save 
time, trouble, and expense in the establish- 
ment of the diagnosis. An inquiry into the 
bowel habits of the remainder of the family 
should never be omitted, even when hy- 
gienic practices may be assumed to be good. 
Indeed, the information secured about other 
members of the family may be more reveal- 
ing than the patient’s own history. 

Another consideration which cannot be 
too strongly emphasized is that if the phy- 
sician relies on diarrhea alone to make him 
suspect intestinal parasitic disease, he will 
miss more than half of all patients with 
amebiasis; constipation and not diarrhea is 
most often the dominating intestinal symp- 
tom in this disease. In shigellosis, further- 
more, less than a third of all patients are 
likely to have a previous history of dysen- 
tery, though careful inquiry will usually re- 
veal previous abdominal complaints, often 
little more than vague discomfort, but still 
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sufficient to justify the assumption that 
one is dealing with long-standing, low- 
grade intestinal infection. 

My own laboratory routine, evolved from 
a long experience in which error, I am sorry 
to say, was often prominent, is now as fol- 
lows: In addition to urinalysis, blood 
studies (including mean corpuscular blood 
volume determinations to eliminate the 
sprue syndrome), gastric analysis to elimi- 
nate achlorhydria, and other routine tests, 
it includes: (1) examination of aspirated 
material secured by sigmoidoscope, and of 
purgative and enema specimens, repeated 
once or twice at five to seven-day intervals 
if the examination is negative; (2) culture 
of aspirated material and of enema speci- 
mens for Shigella; (3) agglutination, in- 
tradermal, and sensitivity tests for brucel- 
losis; (4) the Frei test in patients suspected 
of having lymphopathia venereum. 

The secret of diagnostic success in the in- 
testinal parasitic diseases is twofold,—the 
services of an experienced technician, and 
repetitions of the various examinations. In 
my own experience the average number of 
cultures necessary for the diagnosis of shi- 
gellosis is five and I have made as many as 
twenty in a single case. 

One final warning must be issued con- 
cerning the diagnosis of the chronic diar- 
rheas: More than one type of intestinal in- 
fection may be present in the same subject. 
Amebiasis may coexist with shigellosis or 
with brucellosis, or there may be other com- 
binations of diseases. A multiple infection 
should therefore be suspected whenever a 
parasitic intestinal disease is refractory to 
treatment which is ordinarily effective. 

THERAPY 

Details of the therapy of the chronic diar- 
rheal diseases are naturally not possible in 
a presentation of this sort, but general 
principles may be stated and certain facts 
may be emphasized. The outstanding con- 
sideration is that every patient with an in- 
testinal parasitic infection should be treat- 
ed. This is particularly true of amebiasis, 
which is not a disease to be ignored with 
safety. The patient is a source of danger 
to others, and from his own standpoint, if 


he is not actually ill, he is in a state of sub- 
clinical ill health from which serious com- 
plications can arise. Often he does not 
realize that he has not been perfectly well 
until the infection is controlled and he ex- 
periences the improvement in health and 
well-being which follows. 


The bacterial types of diarrhea (shigel- 
losis and brucellosis) as well as undiagnosed 
colitis are benefited by certain general 
measures, which should be instituted along 
with amebicidal therapy. The Jones su- 
gar-free diet should be strictly adhered to 
until improvement in symptoms occurs. 
Then articles from a list of permitted foods 
are added one at a time and in quantities 
so large that if an idiosyncrasy to them still 
exists, it will be demonstrated at once. If 
sensitivity no longer exists, these articles 
can be eaten in the usual quantities. A 
second general measure is the administra- 
tion of a multiple-vitamin preparation of 
high potency, since the patient with a diar- 
rhea which has lasted as long as ten days 
is likely to present at least a borderline 
avitaminosis. 

Neoprontosil is an effective antidiarrheal 
drug, its effect probably being on the asso- 
ciated pyogenic infection rather than on the 
amebic disease per se. Sulfadiazine and 
penicillin are also useful in the control of 
secondary infection. 

Chloroquin (Aralen) in doses of 500 mg. 
twice a day, for five to ten days has been 
suggested by Conan in a recent issue of the 
American Journal of Tropical Medicine as 
quite effective in hepatomegaly and hepati- 
tis of amebic origin, and it may be equally 
effective in liver abscess. In my own hands 
it has given better results than emetine hy- 
drochloride in these special circumstances. 
Emetine hydrochloride has a_ sharply 
limited field. In intestinal amebiasis its 
curative properties are probably less than 
30 per cent, though it is extremely useful 
in both dysentery and diarrhea and is the 
only drug effective in ameboma. It should, 
however, be used with the greatest care, 
since it is a protoplasmic poison and is po- 
tentially toxic. I have seen patients de- 
velop such severe symptoms following its 
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use that they had to be rehospitalized. It 
may be that the dosage generally used at 
present (a total of 10-12 gr. in daily dos- 
ages of 1 gr.) is too high. Sodeman has 
recently suggested a dosage of 1 mg. per 
kilogram of body weight daily for ten days; 
the suggestion seems rational and the dos- 
age safe. 

At the present time no safe and effective 
amebicide is available for general use. Up 
_to two years ago I would have said that dio- 
doquin met the requirements, but over this 
period, probably because of manufacturing 
difficulties, the results secured with it have 
been highly unsatisfactory. I am now test- 
ing three new drugs, which apparently are 
giving good clinical response as well as a 
high rate of cure, but I am not prepared to 
make definite statements about them at this 
time. 

In evaluating the therapy of amebiasis 
it must be borne in mind that symptoms do 
not disappear until some time after para- 
sites have disappeared from the stools. 
Posttreatment episodes, however, become 
successively milder until they eventually 
cease altogether, and therapy should not be 
reinstituted unless parasites reappear in the 
stools. 

Shigellosis and brucellosis are both treat- 
ed with vaccines, administered subcutane- 
ously in successively larger but cautiously 
increased dosages, preferably at weekly in- 
tervals. The amount of the initial injection 
is gauged by the size of the skin reaction. 

Shigellosis is treated by an autogenous 
vaccine made up as soon as the organism is 
isolated. Brucellosis is treated by the Meli- 
tensis-bovine-porcine (MBP) vaccine of 
Castafieda. In both diseases the patient is 
kept under careful observation and is strict- 
ly individualized. All phases of the response 
to the previous injection are checked before 
each subsequent injection, and it is the in- 
variable rule to employ a smaller dosage 
whenever there is any doubt as to the wis- 
dom of an increased dosage. Dangerous 
reactions, and even fatalities, can occur if 
these instructions are not strictly followed. 

The patient to be treated by vaccine 
therapy must understand that this is not a 
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rapid method of treatment. In shigellosis, 
results are seldom apparent before six 
months and treatment must usually be con 
tinued for a year or more. In brucellosis 
no improvement is likely to be evident foi 
at least ten weeks; six months of treatment 
is the minimum, and it may be necessar) 
to continue the injections for a year or 
more. Patients with combined brucellosis 
and amebiasis will not be benefited bv ame- 
bicidal therapy, as already pointed out, un- 
til brucellosis is adequately treated. Proipt 
and permanent disappearance of E. histoly- 
tica from the stools then usually follows a 
single course of therapy. 
SUMMARY 

This presentation has been limited to 
certain outstanding considerations of the 
chronic diarrheal diseases as they manifest 
themselves in a practice limited to diseases 
of the colon. Amebiasis, shigellosis, and 
brucellosis are the most common causes of 
chronic diarrhea. Diagnosis and differen- 
tial diagnosis are laboratory matters and 
are often tedious and difficult. Treatment 
covers many months. There are, however, 
no short cuts to either diagnosis or treat- 
ment and good results cannot be anticipated 
in the absence of patience and persistence. 


0). 
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PYLORIC STENOSIS AND PYLORO- 
SPASM 
C. E. HAMILTON, M. D. 


LAFAYETTE 





No subject concerns the general practi- 
tioner more, when we consider that the 
major part of general practice deals with 
children and with babies especially. No 
condition among babies is more perplexing 
nor is the urgency greater to relieve, than 
persistent vomiting, unless it is a depleting 
diarrhea or dysentery. The prompt recog- 
nition and differentiation between stenosis 
and pylorospasm is vital in the treatment, 
where time is the factor. We are familiar 
with the general symptoms of the two con- 
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ditions; but it is necessary to recognize a 
stenosis in order to apply the specific treat- 
ment, before too much dehydration and loss 
of weight result. I shall dwell briefly, and 
from the point of view of the general prac- 
titioner who usually sees these little 
patients in his office. 
PYLORIC 
Hypertrophic stenosis occurs oftener in 
the male and in the first born. There is no 
definite family connection, though it may 
occur rarely in two children of the same 
family. It is not uncommon among cousins, 
and I have seen it when the mothers are 
sisters. Stenosis is ushered in by projectile 
vomiting, and manifests itself as early as 
the first day of life and of course persists, 
regardless of formula; however, it usually 
starts between the second and tenth week. 
There is constipation, dehydration, failure 
to gain, or loss of weight. The peristaltic 
waves are invariably present and, if we are 
on the alert, we can usually see them. Pal- 
pability of the tumor depends upon its size, 
thinness of the abdominal wall, and the 
ability and experience of the physician, and 
when felt, the tumor is more like the eraser 
on a lead pencil than an olive. Failure to 
feel it is no reason not to make a diagnosis 
if the other criteria are present. If you 
wait till you can feel the tumor, it may be 
too late. I have missed recognizing the true 
condition because of this erroneous belief. 
Whenever it is practicable x-rays of the 
stomach should be taken, but we are not 
dependent entirely upon this useful ad- 
junct. Heretofore, I have not considered 
the delayed emptying of the stomach as im- 
portant as the other signs described. Re- 
cently, however, I read a most informative 
article in the January issue of Surgery, 
Gynecology and Obstetrics, by Doctors 
Schaefer and Erbes of Milwaukee, which I 
recommend to you. It is original as far as 
I know, simply written, and easy to read 
and to understand. They describe what is 
to me a new technic, and claim almost 100 
per cent reliability. It consists in the pyloric 
tumor with the barium meal casting a typi- 
cal shadow of the stenosed pyloric canal 
which is long and narrow and described by 
Hefke as a “prepyloric narrowing” and the 
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“string sign’’, because it looks like a piece 


of string. It is necessary to take the pic- 
ture obliquely in order to see it. I have 
had only two occasions to try it and found 
it to be correct. 

I have had 16 cases of pyloric stenosis 
in my private practice since 1943, which 
were operated upon by different surgeons, 
12 by the same man, with the loss of 1 
baby who was moribund before operation. 
One of the babies had to be reoperated upon 
a few days later because the first incision 
of the tumor was not long enough; another 
baby had the mucosa punctured and devel- 
oped pneumonia, but recovered. Most of 
these babies were operated upon under 
local anesthesia which I prefer; but the suc- 
cess depends also upon proper pre-operative 
preparation: (1) fluid by clysis; (2) prop- 
er sedation with luminal by needle; (3) 
stomach lavage, leaving the tube in during 
operation and for twenty-four hours after. 
I start feeding the babies four hours after 
operation, but first give dextrose water 
through the tube which is then clamped. 
I have not found that it made much dif- 
ference which milk I used if I was cautious 
in starting with small quantities. Doctors 
Parker, Hardy and White of Alexandria 
have a splendid article on Hypertrophic 
Pyloric Stenosis in the January issue of 
the New Orleans Medical and Surgical 
Journal, which I am sure most of you read 
and enjoyed as much as I did. I agree with 
Dr. Harris that part of the success of the 
operation depends upon the teamwork be- 
tween the physician and the surgeon; and 
without disparagement of the latter, I 
think what the physician does before is 
equally important as the operation in ob- 
taining best results. 

I was always curious to know what hap- 
pened to the pyloric tumor and was fortu- 
nate in observing two cases that were oper- 
ated upon later for something else and 
there was no sign of it; nor was there any 
thickening of the muscle nor any indura- 
tion present. The mere incision of the mus- 
cle to the mucosa did the trick and complete 


absorption took place. 
PYLOROSPASM 
Pylorospasm is much more common than 
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stenosis; I do not know what the ratio is, 
but in my practice it is about 10 to 1. I 
should like to know the experience of 
others. Pylorospasm is more nondescript 
in character then stenosis and we are usual- 
ly led to recognize it by the mother’s story 
of how many different milks have disagreed 
with the baby. Well, it’s the reverse; the 
baby disagrees, in a sense, with the milk. 
The symptoms are those of inability of the 
‘ baby to retain, and it is not uncommon for 
each new formula to agree for a few days. 
The vomiting is not so persistent as in sten- 
osis, nor are the effects so severe for obvi- 
ous reasons; it is sometimes projectile, 
which is confusing at times, but this forci- 
ble type never persists without remissions. 
There may be a peristaltic wave from left 
to right, and naturally, no tumor is felt be- 
cause it is not present, though I confess to 
having felt it when it was not there. X-ray, 
in my experience, here plays a small part, 
unlike its role in stenosis. 

The treatment consists in thick feedings 
preceded by atropine, with which all of you 
are familiar. I have not had results as 
satisfactory, with Eumydrin. I use farina 
as a thickening agent, in evaporated milk. 
It does not make any material difference 
what thickening is used. I remember, in 
the early days of my practice in the coun- 
try, “pap” consisting of flour in milk was 
given by the mothers to their babies that 
vomited; they did not know, nor did I then, 
anything about pylorospasm; but country 
mothers, I have found, are more observant 
than their city sisters who depend more 
upon the telephone. I prefer feeding these 
babies every four hours in order to get in 
the atropin, as it is not as applicable every 
three hours. A word of warning as to idio- 
syncrasy to atropin: Start with a dose that 
you think is smaller than indicated and in- 
crease until effective. I have had some 
severe cases of atropinism. 

At times there is a fine distinction be- 
tween stenosis and spasm and one is hard 
put for a decision. I think when there is 
reasonable doubt and the baby is not losing 
weight, one is justified in treating con- 
servatively and I have never regretted wait- 
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ing. I read recently that the tendency i) 
Norway is to treat all cases medicinally 
but I do not subscribe to this view because 
cases of true stenosis will assuredly die it 
surgical intervention is not resorted to in 
time. 

The general practitioner is the one who 
sees pyloric stenosis and pylorospasm first 
and is the one who treats most of the latter. 
Upon his acumen depend the lives of the 
babies with the former. 


fal 
U 





THE GENERAL PRACTITIONER AND 
NATIONAL MEDICINE* 
ARCHER C. SUDAN, M. D.# 
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Today America is the healthiest nation 
in the world. This is a broad statement 
and takes in a lot of territory. This is a 
goal toward which all good physicians and 
surgeons and decent citizens have been 
striving for many years. It is an achieve- 
ment, commensurate with the best of na- 
tional efforts and accomplishment in indus- 
try, agriculture, and other endeavor, and 
far exceeds that of the many much older 
nations of the world. 

We need to give considerable review and 
thought to the manner in which this great 
accomplishment was conceived and brought 
to reality. The pattern was distinctly 
American, based upon free enterprise and 
individual initiative. The policies have 
been free from fads and unproved specula- 
tion and these have grown from successful 
experiences based upon facts. To attain 
this status, it was not found necessary to 
import foreign formulas or ideologies, or 
methods directly opposed to established 
methods of American endeavor. Many 
times, however, a study of conditions in for- 
eign lands, resulting from new schemes 
dominated entirely by governmental edicts, 
provided us with caution signs to abrupt 
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blind alleys, or trails leading toward dis- 
integration, not toward progress. Those 
were the days when we had within our gov- 
ernmental agencies, fact-finding research 
workers, not bureau architects, designers 
and planners for more bureau power, self- 
promotion and perpetuation. 


This great accomplishment resulted from 
orderly evolutionary methods and _ pro- 
gressed at an equally high plane with pro- 
gressive attitudes of American endeavor 
in all aspects of American life. The appli- 
cation of science in the field of medicine 
has by far superseded public appreciation. 
We have reached a plane in physical science 
where we are in danger of blasting from 
under us the planet upon which we live, 
or blasting our very existence from the 
planet. It would make little difference 
which, if either possibility should prevail. 
In fact, we have arrived at a plane in 
science where scientific processes, knowl- 
edge, and achievement have reached a point 
at which relatively few people, if given the 
power, might through injudicious use of 
that power destroy all that has accumulated 
through the ages. 

Throughout the annals of medical his- 
tory, doctors of America have occupied high 
positions in government, both in the state 
and the nation. Their expressions, until 
relatively recent years, have emanated from 
the councils of all of the doctors in Amer- 
ica. Pasically, they dealt in the commodity 
of good health to the nation; they refined 
this commodity and have constantly sought 
to make it available to all. This was ac- 
cepted by business leaders, educators, econ- 
omists, and all of the good citizens of Amer- 
ica, as sound in all its aspects. It was ever 
enlarging in its scope and useful applica- 
tion. Every dollar spent for this commodity 
bought a full dollar’s worth of health in 
every community. 

In attaining our present status of nation- 
al health, the doctors of America, and 
especially the general physician, have 
played a tremendous role. Except in the 
metropolitan areas, he has been the main 
implementing force in the introduction, and 
in gaining acceptance, of modern public 
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health measures in his community. The 
general practitioner has generally been in 
the foremost ranks of all those best serving 
his community. The people in his commu- 
nity were well aware and still are aware of 
the many sacrifices their local physicians 
have made and how much of themselves 
they give to the community. The inhab- 
itants of the local area well recognize the 
many, personal sacrifices their physician 
willingly makes to serve the economically 
depressed in his area, and they feel his 
counsel weighty and worth obtaining in 
community endeavor. Through his efforts 
and the confidence he has inspired in his 
community, he has been successful in over- 
whelming the opposition which was once so 
prevalent against vaccination, immuniza- 
tion, sanitation, and other desirable health 
measures. 

Rural communities are, therefore, today, 
better informed in matters of public health 
and disease than is generally appreciated. 
This is well demonstrated by the willing- 
ness of various lay organizations in every 
community to participate in fund-raising 
campaigns of all sorts which have to do 
with attempts to arrest or abolish disease. 
Specifically, consider the various amounts 
of funds raised in your state in the sale of 
Tuberculosis Stamps, the March of Dimes, 
cancer-drive funds, funds for Crippled 
Children, and a number of others—usually 
every community over-subscribes their al- 
lotted amounts. It is further evidenced by 
the fact that in every state in our nation 
there have sprouted, in the past decade. 
numerous voluntary organizations with the 
avowed purpose of promoting public health. 
Many of these organizations are worthy 
and sincere, but because of a deficiency of 
fundamental knowledge and qualified lead- 
ership, their efforts frequently lead to a 
state of confusion, or toward hampering 
well-functioning community efforts. Many 
of these groups, and especially the Amer- 
ican Public Health Association, have an- 
nual local and regional meetings, becoming 
ever larger, and as one reviews their pro- 
grams, he is impressed with the fact that 
few, if any, Doctors of Medicine are on the 
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program, or even invited to attend. Doc- 
tors of Philosophy and Social Service work- 
ers make up most of the program—and 
when a Doctor of Medicine is on the pro- 
gram, it is invariably someone from the 
United States Public Health Service, or 
someone from the State Health Depart- 
ment, who can furnish a lot of mortality 
and morbidity statistics but no actual sum- 
mary or even an approach to local area 
health problems—and when I say local area 
health problem, I include the prevalence or 
lack of adequate housing, the number of 
people living in a one- or two-room shack 
with its attending overcrowding, the in- 
adequacy of or the prevalence of sufficient 
proper food, good health education, the 
adequacy of clothing, sufficient recreation, 
and such other economic factors which so 
directly influence good health. 

Yes, these lay organizations, and espe- 
cially the American Public Health Associa- 
tion, and many state Public Health Asso- 
ciations have found people interested in 
directing their organization — locally as 
well as nationally. It is a bet at long odds 
that those in the camp of nationalized medi- 
cal service have not overlooked. The ques- 
tion is: Should not the doctors of the local 
areas prevail in informing their local mem- 
bers how their efforts might be well 
directed toward a solution of their own 
problems, rather than seeking Santa Claus? 

Where this has been done—where leader- 
ship has been provided by the local physi- 
cians—these organizations, by assuming a 
better name such as the Health Council of 
a trade area or county, are in many in- 
stances organizing and building their own 
health units and community hospitals with 
their own funds. They are not looking for 
hand-outs from the government. In fact, 
many of these communities have become 
aware that funds from Washington are 
funds or dollars siphoned from the commu- 
nity, or the various communities of the 
state, in federal taxes of one sort or an- 
other—such as a small dig of Milady’s face 
cream, her fur scarf, her telephone calls, 
her telegram, every cigarette, or chaw of 
terbakker, every cocktail or bottle of beer, 
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and a host of other, by now painless taxe; 
until the heavy hand of the income tax 
thumps down. They amount to dollars to 
every individual. And, not only individuals. 
but communities, have come to realize that 
by the time this tax dollar leaves a com- 
munity, makes its excursion to Washing- 
ton then back, it suffers painful dilution— 
in fact, it is almost exhausted in sustaining 
all of those who handle it—and, if it re- 
turns at all, it is a rather small piece of 
change. 


Many see this in the Hill-Burton Act 
health dollar or grant money, where the 
community provides two-thirds, to match 
one-third. Many justly feel that the orig- 
inal Hill-Burton dollar taxed out of the 
community was three-thirds dollar, or one 
whole dollar, and they see no further need 
of sending other of their community dollars 
upon such an exhausting vacation. They 
propose to use it at home in the community 
where it can buy a dollar’s worth of health 
service under their own jurisdiction and 
control. They propose to spend it to obtain 
materials and services of professional per- 
sonnel of their own choosing, not to be 
dictated to and propagandized by a bureau 
in Washington. 

Certainly this means that the rural com- 
munities are becoming health conscious. 
And all these results emanate largely from, 
and through, the efforts of the general 
practitioner and his single-handed cam- 
paign in his community. 

This view, in retrospect then, brings us 
to the question of : How fully is the medical 
profession utilizing its potential in stabil- 
izing gains made in the health state of our 
nation? and, What are the needs for con- 
verting this potential to a kinetic force for 
future gains? 

Today, the gravest threat against all 
that we hold good in time-proved methods 
of our government and its institutions, 
emanates from the bureaucrats within the 
bureaus of our government, who, in order 
to perpetuate themselves are sparking well- 
timed subtle propaganda, at government 
expense, which is revolutionary in charac- 
ter and designed principally as an entering 
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wedge for a totally centralized form of cus- 
todial government. It behooves us to recog- 
nize the power of these groups and their 
force. We have, for a number of years, 
seen steadily encroaching upon the private 
practice of medicine, our United States 
Public Health Service and its agencies. It 
has assumed even greater prerogatives out- 
side its jurisdiction and may be rightly 
charged with dereliction of its main respon- 
sibilities. In other words, it has outgrown 
its pants and today is clamoring for a 
new suit woven from the fabric of the en- 
tire medical profession of this nation; and 
it proposes to dictate its style and struc- 
ture—overnight there has been a meta- 
morphosis in the personnel of this bureau 
from that status of physician—from the 
Surgeon General on down—to full blown 
experts of economic and social science. It 
is, indeed, regretful that this great institu- 
tion which has had the staunchest support 
of American Medicine, and which func- 
tioned well then under able leadership, 
should be used as a tool to undermine a 
basic well-founded system of government. 

As recently as last January, appearing 
in the American Journal of Public Health 
and the Nation’s Health—Part 2 (January 
1948 issue, paragraph 3, page 168), Surgeon 
General Parran states: 

“Among representatives of all countries there is 
a general agreement that we are in a period of 
transition as regards the role of public health in 
modern society. Emphasis has shifted from the 
traditional concepts of giving alms to the sick, of 
environmental sanitation and of quarantine, to 
problems of providing adequate health facilities 
and services to all who need them. We are experi- 
encing a development of personal 
health service for the prevention of disease, such 
as venereal disease and tuberculosis, availab‘lity of 
medical care and medical aspects of Social Secur- 
ity. This broader scope of public health activity 
belongs to an age when dynamic new frontiers are 
opening and new concepts of social responsibility 
are emerging throughout the world.” * * * “It may 
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not be possible to accomplish all these objectives of, 


a national health program in one single compre- 
hensive act. The history of social legislation in our 
country has been an evolutionary process made up 
of one advance after another, each contributing to 
the final result, while the Public Health Service 
believes that the health of the nation can be met 
most effectively and in the shortest period of time 
through a broad program financed in part by 
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national health insurance, because of practical con- 
sideration involved we may need to accept a suc- 
cession of limited enactments. The important 
thing is to start now, to be sure that each step is 
in the right direction and that none creates ob- 
stacles or vested interests which would impede fur- 
ther progress.” 

Now let us see what progress apparently 
has been made: The Congress in 1936 
launched the Federal Aid Program with an 
initial appropriation of less than fifteen 
million dollars to the Children’s Bureau and 
Public Health Service. This has gradually 
increased annually, and at the end of ten 
years, for the year 1947, one hundred and 
thirty-five million dollars were appropri- 
ated. Where the limits may be is up to us 
all to determine. 

Now, what are we going to do about it? 
First, certainly, it is high time the medical 
profession adopted means and methods to 
make our status of health secure against 
all forces which might seek to undermine it. 
This will require greater effort from every 
doctor in America than he has ever given 
before. We have all, again, been somewhat 
lulled into a false sense of security at the 
inability of the proponents of dangerous 
national legislation to secure the entire 
favor of Congress in their aspirations. 
While the Wagner - Dingle - Murray bill 
seems to have been defeated, we may rest 
assured that the socializers are regrouping 
their forces for an approach a bit more 
subtle. None of these gentlemen has lost 
hope nor have they been greatly discour- 
aged. Some of the principal actors and ad- 
vocates have assumed slightly different 
roles, but the play goes on. 

In support of this statement, I would call 
to your attention, again, the editorial on 
page 626 of the February 28, 1948 issue of 
the Journal of the American Medical Asso- 
ciation, titled, “Is There a Shortage of Phy- 
sicians?”’ Following this, we see in the 
March 6 issue of the same Journal, in the 
form of another editorial, titled “A Na- 
tional Health Assembly”, in Washington, 
D. C., on May 1 through 4, 1948.* This, 
under the direction of Mr. Oscar Ewing, 





*See report on this Assmbly, New Orleans 
Medical and Surgical Journal, June 1948, p. 579. 
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new Field Security Administrator. He has 
announced the appointment of twenty-four 
national leaders, only one of whom is a phy- 
sician, to discuss plans for—what? No 
doubt to launch another full-sized attempt 
at revitalizing a nationalized medical pro- 
gram in new dress, on the old Wagner-Mur- 
ray-Dingle carcass—or at least to use this 
as a dust screen to cover attempts to secure 
such legislation piecemeal as suggested by 
- Surgeon General Parran, recent spokesman 
for the United State Public Health Service. 


No quarrel is proposed between the doc- 
tors or private practitioners of America 
and our Public Health Service of our na- 
tion, but it might be an appropriate time 
to redefine established and well-designed 
functions for this agency and its personnel 
and, perhaps, to assist in removing those 
from its service who would continue to per- 
vert it from its former high plane of 
service. 

No quarrel is proposed with our Social 
Security Administrator or his bureau and 
its present functions, but it might be well 
for us to register early our inability to aid 
and abet him or his bureau in attempts to 
destroy the great heritage of America— 
free enterprise and the right to choose our 
way of living. 

Since Mr. Ewing proclaims his call for 
a national health assembly is for the pur- 
pose of determining health facilities and 
personnel of the nation and of each com- 
munity, and to determine the health def- 
icit, it would seem strange that he should 
choose only twenty-four people—mainly 
from New York and the East. It seems 
equally strange that he should ignore infor- 
mation assembled in the files of the Amer- 
ican Medical Association, supplied by very 
accurate surveys made by State medical 
societies. It is equally strange that since 
Mr. Ewing proposes to determine health 
needs and facilities in local communities 
and states, that representatives from the 
various states with sound knowledge of 
these needs should not have been invited 
to participate. Since this is a national meet- 
ing it might be well if every state medical 
society would offer Mr. Ewing a represent- 
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ative of their doctors to aid in these delib- 
erations at this Assembly. Certainly, if « 
ten-year national health program is to be 
set up in conformity with conclusions 
reached at this Assembly, it would appea: 
that a far greater representation of in- 
formed people should be permitted to par- 
ticipate in formulating these conclusions. 

The second, and equally as important task 
before us, is to open up those new frontiers 
for better health—those long neglected and 
forgotten by the United State Public 
Health Service—and perhaps by us all. This 
is the field of Public Health Education, in- 
cluding all that the term implies. 


In a recent survey of the educational in- 
stitutions of Colorado and some of our 
neighboring states, by our Committee on 
Public Health Education, it was found that 
there was not one college offering really 
good courses in health education. If we 
turn out from our colleges, teachers who 
are to teach the children of our states and 
nation—teachers without a good knowledge 
of good health practices, they are not really 
educated, nor can they be expected to prop- 
erly educate our children. At present, the 
teaching of health is promoted by lay 
groups. While actually this is a responsi- 
bility of the medical profession, and we 
must assume it, I am advised by such au- 
thorities as Dr. Smiley of the American 
Medical Association that a like situation ob- 
tains in all of our states. He knows of no 
state where proper emphasis has been given 
by colleges preparing teachers in matters of 
health teaching. 


The public schools, from the grass roots 
on up, are charged with the responsibility 
of children and their guidance for longer 
periods than any other agency. It is here 
where they are confined in a community 
form of effort, and, consequently. it is here 
where the health status of our future citi- 
zens can best be molded. It is here where 
personal hygiene, mental hygiene, and san- 
itary community practices can best be im- 
proved and proper health attitudes engen- 
dered, which will be carried into the homes 
of these children—and last, but not least, 
complete a neglected field in education, a 
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deficiency that today is our major impedi- 
ment to better health, and which fosters 
quackery in all its forms. It leaves a fer- 
tile field for demagogues, and a dangerous 
one for our youth. Certainly, fundamental 
knowledge in sound health practices is 
every bit as essential as the three R’s in 
education—Reading, Riting and Rithmatic. 

We are aware that our metropolitan 
areas are more fortunate in obtaining qual- 
ified health teachers, just as they are more 
fortunate in obtaining doctors, dentists, and 
nurses—because of concentrated popula- 
tion, appropriation of funds to meet such 
needs are possible. It is the rural areas, 
where the fourth R may well be added to 
education—Rural Health—and, it is a re- 
sponsibility of the medical profession, down 
to each individual doctor. 

It is the direct responsibility of the medi- 
cal profession to provide leadership in a 
campaign to see that every instiution of 
higher learning provides required courses 
to their students in this much neglected 
field of education, and strong emphasis 
should be on a minimum of requirement 
for certification for all teachers, and that 
provisions be made for those teachers not 
so qualified, to receive essential courses 
while in service and during summer ses- 
sions. 

As has already been mentioned, there is 
a rural community consciousness in health 
matters. Today, as in the past, the public 
looks upon the doctor for guidance in all 
matters pertaining to health, and the re- 
sponsibility of the doctor is to meet this 
challenge. Not only must he keep qualified 
to render the best in medical care, he must 
keep qualified to advise the best in public 
health measures for his community. 

With trends of the past few years, we 
see dangers in the offing: One is a com- 
munity physician, or general practitioner, 
inadequately trained in public health mat- 
ters and preventive measures, or one who 
has become negligent in this phase of his 
obligation as a physician, or he may have 
become negligent in these matters because 
other agencies in his region have, in a 
fashion, assumed these prerogatives. The 
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other, perhaps the greater danger, is a Pub- 
lic Health physician, superbly trained in 
preventive medicine but with woefully in- 
adequate training in curative measures, 
who might be compelled, or assigned by 
economic forces or by poorly-informed pub- 
lic opinion, to minister to the sick of a com- 
munity. So, if a general practitioner is to 
meet his community needs, he must serve 
in a dual capacity of doctor and teacher. 

As a teacher, he must do more than play 
the role of private tutor to his patient and 
the family—he should use, for the dissemi- 
nation of health information, the service 
clubs and Chambers of Commerce, the vari- 
ous women’s clubs, demonstration clubs, 
4-H clubs, Parent-Teacher-Associations, 
and, most important, the schools. He 
should, when requested, serve as a member 
of the School Board—most communities 
greatly appreciate his service in this mat- 
ter. The occasional excuse that one is just 
too busy is entirely untenable, because 
businessmen are also busy, but they do take 
time out to render such service. 

It should not prove too difficult. in any 
county or district medical society, to ar- 
range a series of meetings with these vari- 
ous groups, at which some phase of health 
is discussed, such as: immunity to disease 
nutrition and health—milk, and its role in 
propagating disease—specific diseases such 
as tularemia, undulant fever, or brucellosis, 
trichinosis, typhoid fever and its transmis- 
sion, amebic dysentery and its propagation 
—and a host of other subjects. all of public 
interest. 





As a civic duty, every general practi- 
tioner in a rural area owes it to his com- 
munity to take an active interest in pro- 
viding the essentials of basic education for 
the children of his region. As a physician, 
his obligation extends beyond that. He has 
long been looked upon as the community’s 
guardian of health. And, he may be right- 
fully charged with the duty of advisor in 
the basic health education program of the 
school. 

It is most difficult to conceive the rea- 
son for educational neglect in this import- 
ant phase of our preparatios for future 
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citizenship. Whatever the cause or reason, 
a big step toward closing the gap can be 
provided by the doctors in each area. Cer- 
tainly, it should not be too difficult for the 
local doctor or doctors to arrange a pro- 
gram of health teaching in the school with 
school boards and teachers and with exist- 
ing parent-teacher organizations. I have 
found teachers’ interest in health matters 
to be high, even though in most instances 
their information on the subject is meager. 

Put the rudiments of health teaching 
should be provided the teacher by the county 
medical society or by the local doctor until 
such time as adequate courses in the subject 
can be procured in our universities and 
teachers’ colleges. 

After all, it is most essential to concen- 
trate our efforts along avenues that will 
meet our state’s most urgent need in the 
shortest possible time. 

Instilling proper health attitudes in our 
youth today, and continuing with an ade- 
quate program for ten years, would assure 
greater health benefits to our states and to 
our nation than would forty vears of equal 
effort with adults alone. 

It will require some years of effort to 
develop ideal state programs, but an ade- 
quate beginning is not beyond our ability 
today. The question is: Are we generai 
practitioners willing to assume the role to 
which we pledged ourselves when we choose 
our profession? 
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Urinary tract infections are very com- 
mon in the female. The incidence is greater 
during pregnancy; consequently, much can 
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be learned about the subject by studying 
gravid individuals. 
INCIDENCE 

There is a marked variation in the oc- 
currence of bacteriuria as reported by va- 
rious investigators. The consensus of 
opinion is that urinary tract infection is 
more common in cyesis. The incidences 
given vary from 6 per cent to 40 per cent. 
Cystitis is common, although in many it is 
asymptomatic. Pyelonephritis, more com- 
monly called “pyelitis of pregnancy,” occurs 
in about 2 per cent of all pregnant persons. 
Pilateral involvement has been stated to 
occur in the great majority—about 76 per 
cent. Cortical abscesses are unusual. Like- 
wise, bacteremia is seldom found. Realiza- 
tion of the frequency of these infections 
leads to proper appreciation of their clin- 
ical importance. 

PATHOLOGY 

The study of urinary infections must of 
necessity include the investigation of stasis. 
For stasis to exist there must be physiologic 
or physical obstruction to the outflow of 
urine. Appreciating the combination of 
stasis and infection of the urinary tract, the 
increased frequency of urologic infection 
during pregnancy is easily understood. Hy- 
dro-ureter and hydronephrosis are physio- 
logic during pregnancy. Whether the con- 
dition is due to endocrine changes, pelvic 
mass, rotation of the uterus, or to the rela- 
tion of blood vessels during pregnancy, is 
actually of little clinical importance in con- 
sidering the therapy to be administered. 
Should this physiologic stasis be associated 
with infection, the amount of stasis tends 
to increase. Persistent inflammation leads 
to fibrosis with stricture and kink forma- 
tion of the ureters. When involvement of 
the parenchyma of the kidney persists over 
a long period of time in the form of chronic 
pyelonephritis, it has been shown by Crab- 
tree and others that hypertension may re- 
sult. 

Infection can reach the kidney by ascend- 
ing along the urethra, bladder, ureters, and 
pelves. It may ascend along the lymphatics 
or spread from the bowel to the kidney by 
way of the lymphatics. The third method 
is by blood stream invasion. The majority 
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of infections are ascending in type and 
most commonly Gram negative bacilli are 
involved. Should the infection due to ba- 
cilli be severe abscess formation may take 
place in the medullary portion of the kid- 
ney. Hematogenous spread is apt to lead 
to cortical involvement. Should abscesses 
develop there, they are more often due to 
the Gram positive cocci. 
DIAGNOSIS 

A history of previous urinary tract in- 
volvement is frequently elicited. The pa- 
tients with childhood infections and urinary 
infection during previous pregnancies 
should be particularly investigated. The 
symptomatology of urinary tract disease 
during pregnancy is interesting in that 
many have low grade infections without 
symptoms and occasionally a very ill pa- 
tient fails to have localizing symptoms. 
Frequency of urination commonly accom- 
panies pregnancy and is not considered an 
abnormality, but when accompanied by 
dysuria or strangury, inflammatory process 
is suspected. Dysuria occurs in 23 per 
cent of all urinary tract infections. Fever 
occurs in 38 per cent, chills in 28. Ap- 
proximately 10 per cent of the patients 
have gastrointestinal symptoms. Pain is 
perhaps the most frequent symptom. Clin- 
ical manifestations of the disease make 
their appearance most commonly during 
the second and third trimester, but in some 
instances they wait until after delivery. As 
a cause of postpartum fever urinary in- 
volvement tends to make its appearance 
early. Many of these patients appear sur- 
prisingly well in spite of their high fever, 
while some of them are obviously ill. This 
is perhaps best correlated with the extent 
of involvement of the kidney parenchyma. 
Observations of the temperature and pulse 
of the patient seem to be the best means of 
ascertaining the course. 


Examination leads to the elicitation of 
tenderness in the renal and ureteral regions 
of some patients. Early in the attack this 
tenderness may be absent. Due to the pres- 
ence of the pregnant uterus, and at times to 
the accompanying abdominal distention, 
palpation of the kidneys is often difficult. 


The most important procedure in diag- 
nosis is proper urinalysis. It is necessary 
to catheterize the patient so that the urine 
will not be contaminated with material 
from the vagina and vulva. The specific 
gravity, reaction, amount of sugar, albu- 
min, and acetone should be determined. 
Microscopic examination of the wet and 
Gram stained sediment must be done. Com- 
monly in the moderately and very severe 
infections a small amount of albumin is 
found. In instances of vomiting and de- 
hydration acetone may be identified. The 
extent of pyuria is quite variable and tends 
to agree with the severity of the infection, 
but we must remember that at times ure- 
teral obstruction may interfere with the 
drainage of pus from the upper tract. Ery- 
throcytes are encountered frequently. Gram 
stained smears, though not as accurate as 
cultural determination for bacteria, are of 
great value in that they require a shorter 
period of time and aid in determining the 
type of therapy. Urine cultures are the 
most reliable method for determining the 
presence of bacteria and should be obtained, 
using aerobic and anaerobic methods. 


Test of kidney function is essential in 
determining the extent of infection and the 
method of management. In instances of 
failure of response to therapy, faulty kid- 
ney function should be suspected. Fishberg 
concentration and P.S.P. tests are easily 
performed. Urea clearance is a more re- 
liable functional test. 

For accurate diagnosis cystoscopic man- 
ipulations are essential. They allow the 
visualization of the bladder to determine 
the extent of involvement, and the passage 
of catheters via the ureters to the renal 
pelves, whereby we can obtain urine from 
each side to learn whether the infection is 
bilateral. Also this material can be studied 
and cultured. The degree of stasis is of im- 
portance and can be ascertained by aspira- 
tion. Ordinarily, in pregnancy the renal 
pelvic capacity increases from 7 cc. of the 
nonpregnant to 15 to 30 cc. While the ca- 
theters are in place indigo carmine may be 
injected intravenously to determine rapidly 
the function of each kidney. After these 
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tests, catheters may be left in place as a 
means of maintaining drainage. 

Radiography as well is essential to com- 
plete diagnosis. Plain K.U.B. films may 
reveal the configuration of the kidneys and 
the presence of urinary calculi. Urography 
to outline the calices, pelves, and ureters 
may be obtained by excretory methods in 
instances of good renal function. If the 
function is poor, radiopaque media should 
be injected through indwelling catheters. 
The changes in the position of the kidneys 
and ureters from the supine to the erect 
position should be determined by the proper 
films. 

While investigating the urinary tract one 
must not overlook a complete evaluation of 
the patient, which necessitates a complete 
history and certainly a thorough physical 
examination. Proper laboratory investiga- 
tion is in order in such diseases as diabetes 
and anemia. 

ROUTINE INVESTIGATION 

Since the frequency of involvement is 
about one in every fifty pregnancies, we be- 
lieve it justifiable to catheterize the patient 
routinely and to analyze the urine properly 
on the initial visit. By so doing many sub- 
clinical infections will be diagnosed. If 
bacteria or leukocytes are present the pa- 
tient should be treated. Findings of any 
abnormality, even in the absence of a his- 
tory of urinary symptoms, indicate the ne- 
cessity for the determination of renal func- 
tion by P.S.P. and Fishberg tests. 

When there is a history of urinary tract 
disease it is then imperative that catheter- 
ized urine be obtained, properly examined, 
and that the function tests be carried out. 
It is preferred that x-ray studies be made 
with excretion urography if function is sat- 
isfactory ; and if not satisfactory, then with 
retrograde injection of the media. In many 
instances cystoscopy with its added diag- 
nostic procedures should be used. 

AMBULATORY THERAPY 

The majority of patients under consider- 
ation do not require hospitalization and can 
be treated on an ambulatory status. The 
urinary antiseptic of choice, in the majority 
of instances, is sulfadiazine. The dose is 
from 0.5 to 1 gram after meals and at bed- 
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time. Fluids should be forced and the urine 
should be alkalinized with sodium bicar- 
bonate, citrate, or lactate. If edema is pres- 
ent the potassium salt is indicated. A nu- 
tritious diet is essential. Proper evacua- 
tion of the bowels must be promoted. Rest 
periods throughout the day are encouraged. 
The patient should abstain from intercourse 
and avoid condiments, alcohol, and fatigue. 
Foci of infection should be properly man- 
aged, remembering the importance of cer- 
vical and vaginal varieties. Should bac- 
teria or pus persist, cystoscopic investiga- 
tion is essential even though symptoms have 
not occurred. By this procedure one may 
be able to ascertain the cause, and correct 
it long before the patient experiences dis- 
agreeable manifestations. When therapy 
must be continued over a long period of 
time it is desirable to change the chemo- 
therapeusis. Methenamine and mandelic 
acid are effective for some bacteria in the 
properly acidified urine. Since acidifica- 
tion is essential to their effectiveness the 
fallacy of continuing administration in the 
presence of an alkaline urine is easily ap- 
preciated. 


THERAPY OF THE ACUTE ATTACK 

With severe infection one orders bed rest, 
fever measures, analgesics (usually mor- 
phine, dilaudid, or demerol) and a high 
fluid intake. If nausea and vomiting pro- 
hibit the latter, the patient should be given 
dextrose and vitamins by vein. In some 
instances because of the loss of chloride by 
vomiting, saline administration will be in- 
dicated, but in the majority, 5 or 10 per 
cent dextrose in water is the proper solu- 
tion. Decision regarding blood transfusion 
will depend upon the degree of anemia and 
the severity of the infection. Most of the 
patients with severe urinary tract infection 
during pregnancy should be given blood. 
Many not only have anemia but also have 
hypoproteinemia. If distention is present 
it may be combatted with a small rectal 
tube and in some injections of prostigmine. 
At times Wangensteen suction is necessary. 
In the patient free of nausea and vomiting 
saline laxatives or cathartics are frequent- 
ly advisable. A bland, high vitamin, high 
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protein diet, with vitamin supplements is 
commonly used. 


Sulfadiazine is the agent of choice in the 
majority of cases. One gram is adminis- 
tered every four hours with an adequate al- 
kalinizing dose of a sodium or potassium 
compound. At least 6 grams of alkali 
throughout every twenty-four hours is re- 
quired to produce the proper pH. A blood 
level of 8 to 12 mg. per cent is considered 
essential in severe infections. Penicillin is 
administered with an initial dose of 100,- 
000 units and 50,000 units, intramuscu- 
larly, every three hours thereafter until the 
patient becomes afebrile for at least forty- 
eight hours. In managing the severely ill 
individual we do not feel that it is justifi- 
able to wait on the report concerning cul- 
tural growths before instituting therapy. 
Therefore, sulfadiazine and penicillin are 
employed in combination. Unless prompt 
response occurs the patient is considered a 
candidate for cystoscopy and indwelling 
ureteral catheters. The degree of obstruc- 
tion, the amount of stasis, plus the severity 
of infection, govern the time that the cathe- 
ters should be allowed to remain in situ. It 
is essential that these catheters be kept 
open by hourly irrigation with saline. An 
indwelling urethral catheter allows accu- 
rate recording of the output of urine and 
aids in maintaining the ureteral catheters 
in position. It is essential that the cathe- 
ters drain properly from the renal pelvis 
or they add insult to injury by acting as a 
foreign body. 


In severe infections due to Escherichia 
coli, Proteus vulgaris, Aerobacter aero- 
genes, Pseudomonas aeruginosa (B. Pyo- 
cyaneus), Hemophilus influenzae, and My- 
cobacterium tuberculosis, streptomycin is 
the antibiotic of choice. The dosage should 
be 125 to 375 mg., intramuscularly, every 
three hours giving a total of 1 to 3 grams 
daily for five to seven days. With the ex- 
ception of tuberculosis there should be a 
response within forty-eight to seventy-two 
hours. Ordinarily the therapy need not be 
continued longer than five to seven days. 
It is essential that adequate doses of strep- 
tomycin be administered as organisms 


rapidly develop a high degree of resistance 
to this antibiotic. Alkalinization of the 
urine is advisable in streptomycin therapy. 
The untoward reactions which are most 
likely to occur with streptomycin are pain 
at the site of injection, fever, anorexia, ma- 
laise, headache, arthralgia, nausea, and 
vomiting. Because of the short treatment 
period labyrinthine disturbances are sel- 
dom encountered. 

In contrast to the period before adequate 
antibacterial agents were available, patients 
rarely require termination of pregnancy 
now for control of urinary tract disease. In 
Charity Hospital at New Orleans 15,000 de- 
liveries have occurred since the last in- 
stance of termination of pregnancy for 
such a reason. In the presence of certain 
associated severe diseases, however, inter- 
ruption of pregnancy is necessary to abort 
the progression of the disease. This is par- 
ticularly true of toxemia of pregnancy and 
sickle cell anemia in the Negro. In the 
rare instances of persistent unilateral corti- 
cal abscesses or carbuncle of the kidney it 
may be necessary to perform nephrectomy 
as a life-saving measure. Rarely, a stone 
within the ureter will cause continued ob- 
struction so that its removal is essential to 


cure or to prevent permanent damage. 
PROGNOSIS 


In general, with the therapeutic arma- 
mentarium that we now have, prognosis is 
excellent, but this should not lead us to com- 
placency in the management of these cases. 
The mother has an excellent outlook for 
carrying her pregnancy to term. In future 
pregnancies a recurrence is likely. In fact 
some investigators have shown the rate to 
be 50 per cent. Depending upon the extent 
of the process, the outlook as to residual ef- 
fects is variable. Certainly, patients should 
be followed until all evidence of urinary 
tract infection has ceased. By continuing 
proper therapy, chronic pyelonephritis may 
be arrested, and in some instances we be- 
lieve that the development of hypertension 
will be prevented. 

The outlook for the infant is ordinarily 
good. It has been our observation that the 
shorter the duration of gestation, the more 
likely the occurrence of abortion with se- 
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vere infection. Cystoscopic manipulations 
are not associated with abortion except in 
the rare instance in which the patient al- 
ready is threatening to abort. The neces- 
sity for its performance is such as to exceed 
the danger of terminating the pregnancy. 
We have not noticed congenital malforma- 
tion of the offspring of patients with severe 
pyelonephritis. 

In order to determine the extent of dam- 
age to the kidney from pyelonephritis it is 
essential that one wait several months after 
the termination of pregnancy because the 
degree of recovery may be remarkable. 





ABSTRACT 

Case No. 1. D. M., negro, aged 19 years, Gravida 
III, Para II. Admitted July 21, 1946. Right 
nephrectomy August 1, 1946. Discharged August 
15, 1946. No known previous pyuria or kidney dis- 
Had pain without chills or 
known fever with last pregnancy. Previous section 
for total placenta praevia. Complaints: Dull ach- 
ing pain, four days. Chill twelve hours. No dysuria 





OF TWO CASES OF 





SEVERE INFECTIONS 


ease. costovertebral 


or urgency present. No G. I. symptoms. 
Physical examination: Right costovertebral 
angle tenderness. Moderate tenderness in right 


flank and lower abdomen. Acutely ill. Tempera- 
ture 103.4° F. Pulse 110. Respiration 30. Uterus 
4% months size. Fetal heart tones heard. 

Cystoscopic examination: Stasis, right, 30 ce. 
Left, 15ce. Pyuria on right. Indigo carmine ex- 
cretion: Fair on right. Excellent on left. 

Laboratory findings: Aerobacter on culture. 
Gram negative bacilli on smear. Two plus albumin. 
W.B.C. 50-75. R.B.C. Few per high power field. 
(Pyuria persisted until postoperative period). 
Urea Nitrogen varied from 10.3 mg. to 12.5 mg. 
per cent. 

Retrograde pyelogram: Marked right hydro- 
rephrosis with kink at ureteropelvic junction. Dila- 
tation on upper third of ureter. 

Antibacterials: Penicillin 1,410,000 units. Sulfa- 
diazine 22 Gm. Sulfacetamide 34 Gm. 

Excellent output of urine throughout hospitaliza- 
tion. Evidence of infection did not recur after dis- 
charge from hospital. 

She was readmitted and delivered of a normal 
infant on November 5, 1946 by repeat elective sec- 
with tubal 
excellent. 

Case No. 2. V. M., negro, aged 19 yrs., Gravida 
I. Admitted January 16, 1947. 
13, 1947. 

Past history: No urinary disease. 

Complaints: Dysuria with tenesmus seven days. 
Chills three days. Pain in right flank. 

Physical examination: Acutely ill. Temperature 
103.4° F. Pulse 115. Respiration 26. Marked right 


tion ligation. Subsequent course was 


Discharged March 
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Fig. 2: Graphic chart with notations of case 1. 


costovertebral tenderness. Right flank tenderness. 
Uterus of 3% months pregnancy size. 


Laboratory findings: Urine—Sp. Gr. 1.012, 
alkaline, trace of albumin. Leukocytes 100 per high 
power field. Gram negative bacilli. Gram positive 
Cultures: Aerobacter and Proteus. P.S.P.: 
Total in two hours 60 per cent. Fishberg: 1.005 to 
1.012. Urea Nitrogen 10.4 mg. per cent. 


cocci. 


Cystoscopic examination: Stasis—75 cc. on 
right. 25 ec. on left. Bilateral infection. P.S.P.: 
10 per cent on right (two hours) and 45 per cent 
on left. 

Antibacterials: Streptomycin 21 Gm.; penicillin 
1,535,000 units; sulfadiazine 144 Gm.; sulfathalli- 
dine 24 Gm. After therapy—P.S.P. excretion in 
two hours was 25 per cent on right and 60 per 
cent on left. 

Delivered June 23, 1947 by low forceps. 

CONCLUSION 


The frequency of urinary tract in- 














Figure 3: Retrograde pyelograms of case 2. 

















Figure 5: Graphic chart continued of case 2. 


fection during pregnancy necessitates rou- 
tine investigation. 

2. Previous infection or presence of 
anomalies renders the pregnant patient 
more susceptible to urologic infection. 
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3. Active therapy in cases of asympto- 
matic or mildly symptomatic involvement 
will prevent severe developments. 

4. Cystoscopic examination should be 
employed in failure of response. 

5. Prognosis is excellent for the mother 
and offspring with proper therapy. 
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DISCUSSION 

Dr. Charles O. Frederick (Lake Charles): Dr. 
Beacham has so thoroughly and adequately covered 
this subject that he has not left anything for me 
to add. I would like to make a few comments, and 
possibly, emphasize some points brought out in this 
excellent discussion of renal obstruction in preg- 
nancy. 

In our section of the country, pyelitis of preg- 
nancy is seemingly less frequent in the last few 
years than formerly. It is probable that obstetri- 
cians and others are using the antibiotics and sulfa 
drugs and that is why we see less pyelitis. I agree 
with Dr. Beacham that in ambulatory cases sulfa- 
diazine is the drug of choice in the dose as in- 
dicated. In my experience it has been very satis- 
factory. However, in seriously ill individuals, with 
a Gram stain showing a Gram negative bacilli 
infection, I prefer to use streptomycin and penicil- 
lin immediately. I fear that in seriously ill patients 
with vomiting and high fever there is an increased 
risk of crystallization when sulfadiazine is admin- 
istered. 

I thoroughly agree that it is unwise to wait for 
the report of the culture before starting treatment 
of patients who are acutely ill. The benefit of 
therapy should not be delayed while waiting for 
a report. 


Indications for antibiotics 
in urinary tract 


(peni- 
infections, Illi- 


I’yelitis, New Orleans 


Present concepts of treat- 
:584, (March 1) 1947. 
Including Female 
1947. 2nd Ed. 





Urology. 
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I lean toward intravenous urography rather than 
retrograde studies as far as possible. I would 
rather sacrifice accuracy of decision in upper 
urinary tract infections in pregnancy than to do 
retrograde studies. If the patient does not improve, 
and there are other signs of toxicity, then retro- 
grade studies should be considered. I prefer to use 
intravenous urography as much as possible, and in 
most cases this gives all the information needed in 
studying these noteworthy, as Dr. 
Beacham rarely one has to do any 
manipulative surgery where stones are involved. 
_It is surprising how large a stone will pass when 
there is pregnancy. 

The other thing I would like to bring to your 
attention is an article in the Journal of Urology* 
of January 1948 on the use of sulfathalidine in 
colon bacillus infections of the urinary tract. The 
conclusions are strictly limited to colon bacillus 
infections. It shows good results and bacteriologic 
cures in treatment with sulfathalidine. The report 
shows that Everett used sulfathalidine for six to 
nine months with practically no toxic effects. In 
cases of pregnancy my impression is that there is 
clinical improvement but not bacteriologic cure. 
In treating a patient that is six months pregnant 
and still three months to go, not many like to use 
sulfadiazine for three months even in small doses. 
If the individual has a colon bacillus infection and 
you give sulfathalidine, it is effective and much 
less toxic. We may have something here which you 
can give the patient for three months without the 
toxic effect of other drugs. I have not used it, but 
it seems to me that it might be of advantage in 
cases of colon bacilli not mixed infection. 

It should be mentioned additionally that in all 
should 
after delivery. 


cases. It is 


said, how 


cases we strive for a bacteriologic cure 
Some patients will have to be re- 
pyelographed from a functional standpoint to de- 
termine whether any disease process or obstruction 
or stones exist. These are not as easy to pick up 
during pregnancy as afterwards. Some has to have 
open surgery. The main thing is to follow long 
When the patient feels like going home 
and does not have many symptoms, so many doc- 
tors just drop the subject of urinary infection. 
You have to persist in your efforts, otherwise the 
patient will carry a chronic infection for years. 

I enjoyed this paper very much and think it is 
one of the best at our State Society meeting. 

Dr. J. R. Stamper (Shreveport): I would dislike 
very much to disagree with such a scientific and 
detailed discussion as this one presented by Dr. 
Beacham. However, the 
misleading 


enough. 


discussion might be 
of the 


pressure 


slightly from the standpoint 


kidneys producing abscesses from back 
*Everett, Houston S., Vosberg, Gilbert A., and 
Davis, James M.: The treatment of E. coli urinary 
with sulfathalidine (phthalylsulfathia- 
Urol., 59:83, 1948. 


infections 
zole). J. 
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due to pregnancy. There is no difference in cor 
tical abscess from back pressure of pregnancy an 
back pressure from blockage due to stones an 
other things. Many years ago we felt that when a 
kidney developed cortical abscesses it was necessar) 
to remove it. Now we operate upon kidneys wit! 
cortical abscesses, and if the obstruction is r« 
moved the cortical abscesses will get well wit! 
the aid of the antibiotics and sulfonamides, There 
fore, it occurs to me that in a situation wher 
pregnancy exists and the development of cortica 
abscesses is threatened, it would be better to con 
sider interrupting the pregnancy and saving th: 
kidney. Of course, one still has the question of 
which the patient wants most,—the child or the 
loss of the kidney. If she is willing to sacrific« 
the pregnancy, it is certainly possible to save the 
kidney. 

Dr. H. T. Beacham (In conclusion) : 

We do not wait for reports of the cultures before 
instituting treatment. As I stated, we Gram stain 
the urinary sediment and study it so that we will 
know the type of organisms with which we are 
dealing. The cultures are used to confirm our im- 
pression as to the type or types of bacteria in- 
volved. 

In regard to the question of removal of the kid- 
ney, I am sure that the incidence of abortions fol- 
lowing nephrectomy is no higher than that re- 
sultant from other major surgery. The decision 
as to the removal of the kidney or surgical drain- 
age thereof should be individualized in every case. 
If multiple abscess or carbuncle of the kidney fail 
to respond to the administration of penicillin and 
sulfa drugs, nephrectomy would be indicated in 
certain cases. If there is localized suppuration 
one of course would consider the advisability of 
incision and drainage. 


oO. 


THE BASIC TREATMENT OF RHEU- 
MATOID ARTHRITIS 


THOMAS E. WEISS, M. D. 
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The treatment of rheumatoid arthritis 
must be undertaken with the realization 
that it is a chronic, systemic, inflammatory 


disease of unknown etiology, for which 
specific therapy is still lacking. To date, 
treatment is dependent on _ nonspecific 


secondary measures, which are directed to- 
wards relief of discomfort, and prevention 
and correction of deformities. In view of 
this, it is recommended that a basic pro- 
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gram of treatment be instituted in all cases 
of active rheumatoid arthritis, even if it is 
planned to employ some new drug or the 
one in favor at the moment. The importance 
of early institution of such a program is 
shown by the report of Short and Bauer’, 
who obtained remissions in 37 per cent and 
improvement in 73.9 per cent of their pa- 
tients treated in this way during the first 
twelve months of their illness. The patient 
should thoroughly understand that the ther- 
apy will be lengthy and may greatly alter 
his mode of living. 

A basic program should include: (1) a 
thorough understanding of the disease by 
the patient, (2) rest, (3) exercises, (4) 
plaster splinting, (5) analgesics, (6) other 
physical therapeutic measures besides exer- 
cises, (7) dietary management, (8) treat- 
ment of anemia, (9) psychotherapy, (10) 
orthopedic appliances other than splinting, 
and (11) orthopedic corrections. For the 
sake of completeness the adjuncts to this 
basic treatment will also be discussed. This 
discussion is directed chiefly toward treat- 
ing active rheumatoid arthritis before the 
occurrence of ankylosis. 

THOROUGIL UNDERSTANDING OF TITE 
THE PATIENT 

The patient’s ability to comprehend his 
condition should be evaluated. With this 
as a guide, the patient should be informed 
of the chronicity of the disease, the lack of 
specific cure, the frequency of exacerba- 
tions, and the aims of therapy. An early 
understanding of the problem gives the 
physician and the patient the same perspec- 
tive, so that the former is not too frequently 
confronted with “baited questions” which 
may lead to erroneous answers, and conse- 
quently, false hope for the patient. Once 
the patient has accepted his condition, and 
the slow moving methods of therapy, he is 
in a better state of mind to carry out the 
recommendations. Patients must often be 
gently reminded of this problem. Such an 
understanding will also prevent much of 
the patient’s anxiety and a constant, costly, 
and at times harmful search for a “cure.” 

REST 

Although it is generally recognized that 

rest is of value in treating rheumatoid arth- 
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ritis, Pemberton? has estimated that only 
about 11 per cent of patients are properly 
instructed as to the value of rest. Since 
the disease is a systemic one, the ideal would 
be absolute bed rest for all patients with 
active rheumatoid arthritis. As this is often 
not feasible, it is probably safe to compro- 
mise in the mild cases in which there is no 
involvement of any weight-bearing joints, 
and in which there is absence of systemic 
symptoms, such as fatigue or fever. Such 
patients should obtain one hour of bed rest 
each morning and afternoon, twelve to four- 
teen hours each night and a full day each 
weekend. If after six to eight weeks of 
this routine there is no improvement, ab- 
solute bed rest should then be recommended. 
Absolute bed rest is also indicated in cases 
in which there is a systemic reaction, the 
process tends to be progressing rapidly, one 
or more weight-bearing joints are involved, 
or there is atrophy of a posture controlling 
muscle group. Absolute bed rest does not 
imply absolute negation of physical activity, 
as subsequent measures will illustrate. If 
absolute bed rest is indicated, hospitaliza- 
tion is helpful, for in the hospital it is easier 
to educate the patients and be certain that 
they are following instructions. The dura- 
tion of bed rest depends upon the patient’s 
response; thus, it is impossible to determine 
beforehand the amount required. It should 
be continued at least two weeks after all 
systemic or articular activity has subsided, 
when activity may be gradually resumed. 
If a flare-up in the rheumatoid arthritis 
follows the increased activity, the patient 
should resume complete bed rest. Articular 
effusions may tend to persist long after all 
others signs of activity have disappeared. 
This alone is not a contraindication to con- 
tinued physical activity. 
EXERCISES 

Because of pain caused by motion some 
patients with rheumatoid arthritis assume 
the most comfortable position and seldom 
move. Consequently, fixation of joints in 
these positions results in pronounced loss 
of flexibility of the joints. 

With stress placed on resting it may be 
confusing to underscore the importance of 
exercises. Exercises are designed to retain 
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and increase all possible articular motion, 
and to prevent deformities and muscular 
atrophy. In the absence of weight-bearing 
these movements apply little pressure to in- 
flamed articular surfaces and tend to pre- 
vent fibrous bands from forming in the 
joint, so that fixation or ankylosis is pre- 
vented. 

Should the patient be considerably debili- 
tated or have a temperature of more than 
100° F., exercises may be postponed until 
a more favorable period. However, if these 
patients show signs of loss of articular mo- 
tion, exercises should be seriously consid- 
ered. These should include both passive 
and active movements. For swollen or 
painful joints, it is advantageous to move 
the joint gently through as complete a 
range of motion as is possible, once or twice 
daily. Pain at the time of motion is not a 
contraindication to exercise. If fatigue or 
pain increases following exercise, the activ- 
ity should be diminished. Joints should be 
actively moved by the patient through their 
full range of motion whenever possible. 

It is best to outline a set of written exer- 
cises, whereby each joint, be it involved or 
not, is put through its complete range of 
motion one to ten times daily. The exer- 
cises are to be gradually increased in num- 
ber, and should fatigue ensue or increase 
in pain occur, the number of repetitions 
must be reduced, and then built up slowly. 
These exercises can be found in any of sev- 
eral textbooks on arthritis.*:' Patients 
should be warned not to pull, twist, wiggle, 
or rub inflamed joints. An ambulatory pa- 
tient, or one who is active, will probably not 
require such exercises. Examination, how- 
ever, may reveal increasing limitation of 
motion due to overguarding of a painful 
joint. Such a situation can, to varying de- 
grees, be alleviated by exercises. 

The services of a trained physical thera- 
pist can be most helpful in carrying out this 
phase of treatment, and early in treatment 
it is wise to have the patient do the exer- 
cises under trained supervision. Under- 
water exercises are often helpful in early 
stages, and such facilities, when available, 
can be used to advantage. 
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PLASTER SPLINTING 

The proper use of plaster splinting is ot 
great value for treating joints affected by 
acute rheumatoid arthritis. Plaster sup- 
ports not only aid in resting the involved 
joint but will also prevent and help correct 
deformities. Occasionally, plaster supports 
will alleviate severe articular discomfort 
which ordinarily would require large doses 
of analgesics. Herein lies an early need for 
consulting an orthopedic surgeon. 

Plaster supports are most suitable for the 
extremities and should be restricted to one 
of the many types of bivalved casts. Often 
a posterior splint will prove adequate. Such 
a cast permits immediate application of 
heat to the joint and use of exercises for 
the joints. Acute rheumatoid joints should 
not be encased in a complete plaster splint 
and allowed to remain there unexercised. 

Casts for the lower extremities should 
furnish complete support for the entire foot 
and extend to a point several inches below 
the gluteal fold. A firm flat mattress offers 
adequate splinting for the hips. Lateral ro- 
tation of the hip can be prevented by in- 
corporating a short cross bar back of the 
heel of the cast. When such is possible, the 
cast for the lower extremities is to be made 
for legs in full extension. If there is a 
flexion deformity, the cast outline should 
be made so that the leg will be extended 
as far as possible and still be comfortable. 
The use of heat and exercises will possibly 
result in a decrease in the flexion and the 
cast must then be straightened. Straight- 
ening the cast will sometimes tend to cor- 
rect the deformity. The incorporation of 
side-irons® in such a cast is helpful. 

Plaster supports for the upper extremi- 
ties should be designed to maintain the 
fingers, wrist and elbow in the most useful 
position, for ankylosis of these joints in a 
poor position may make them useless. 

Splints should be worn at least an hour 
every morning and afternoon, and if possi- 
ble the patient should learn to sleep in the 
casts or wear them as long as possible at 
night. It must be remembered that casts 
should be comfortable, and easily removed 
and applied so as to facilitate the local ap- 
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plication of heat and the performance of 
exercises. 
ANALGESICS 

The pain of rheumatoid arthritis can be 
controlled in most cases by acetylsalicylic 
acid (aspirin) or a salicylate preparation. 
Besides being valuable analgesics, there is 
evidence": * suggesting that these may even 
retard the progress of the rheumatoid pro- 
Acetylsalicylic acid is believed to be 
more effective than sodium salicylate, but 
because the former often causes gastric 
distress, the latter may be more suitable. 
Dosage is dependent on the patient’s re- 
sponse and the prevention of toxic manifes- 
tations. The average patient can usually 
tolerate 40 to 50 gr. a day without gastric 
distress or toxic manifestations. Sometimes 
it may be necessary to increase this to as 
high as 15 to 20 gr. every three to four 
hours. The use of increased doses in the 
morning and evening often counteracts 
the unpleasant symptoms characteristic of 
these periods. 

Should gastric symptoms result from 
acetylsalicylic acid, small doses of bicar- 
bonate of soda may alleviate the distress. 
A small dose of aluminum hydroxide may 
be substituted for the soda if there seems 
to be a lessening of the analgesic effect of 
the acetylsalicylic acid. Enteric coated 
acetylsalicylic acid has also proved of value 
in such cases. 


cess. 


If acetylsalicylic acid or the salicylates 
cannot be used or do not afford sympto- 
matic relief, acetophenetidin (phenacetin) 
can be given alone or in conjunction with 
these drugs. If the pain persists despite 
the use of these drugs, 14 to 15 gr. of 
codeine can be added to the patient’s medi- 
cation. As night time is often unpleasant 
because of pain and insomnia, the patient 
will be grateful for the use of a sedative 
and analgesic combination. The adminis- 
tration of opiates should be avoided, and if 
discomfort is so severe as to warrant their 
use, it is highly probable that the cause of 
pain is not solely a rheumatoid process. 

PHYSICAL THERAPY 

Physical medicine plays a large and im- 

portant role in the basic treatment of rheu- 


499 


matoid arthritis, and it usually implies the 
use of heat and massage. Exercises, an 
important part of the physical therapy pro- 
gram, have already been discussed. 

The application of heat, be it moist, dry 
or radiant, to a painful joint usually re- 
lieves the discomfort temporarily, and in 
the presence of limitation of motion often 
permits greater mobility. Hot packs, which 
should be allowed to remain on for twenty 
or thirty minutes, require the attention of 
trained attendants, and often when multi- 
ple joints are involved, the patient may find 
these uncomfortable. Often hot immersion 
baths of the involved part can be easily car- 
ried out and these are equally beneficial. 
Infra-red lamps afford a ready source of 
heat, and can be used safely for a period 
of twenty to thirty minutes. 

For patients who are not debilitated, hot 
tub baths often afford considerable relief 
and provide a good method for treating in- 
volvement of multiple joints. Tub baths of 
100°-104° F. should not last longer than 
twenty to twenty-five minutes, and when 
first instituted they may cause the patient 
to become weak or unduly fatigued. An 
attendant should assist with hot baths. 

Hot paraffin baths can be used for pain- 
ful hands or feet, and although there is no 
evidence to prove that this type of body 
heating is more beneficial, some patients 
obtain longer relief. These baths can be 
taken at home at relatively little expense. 

Occasionally the application of heat to an 
acutely inflamed joint may increase the 
pain. In such cases, cold applications can 
be tried temporarily. Should this also prove 
aggravating, temporary immobilization and 
analgesics usually are adequate. 

There must be guarded use of massage. 
The physical therapist should have a gentle 
hand and confine the massage to the muscle 
groups, avoiding the involved joints. Pain- 
ful, tender or swollen joints must not be 
traumatized by massage. Muscle bulk can 
be saved or only with 
exercise. 


restored proper 


DIET 
There is no evidence that diet per se has 
any direct effect on rheumatoid arthritis. 
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To neglect dietary instruction, however, 
may cause the patients to continue faulty 
eating habits which they have acquired be- 
cause of fads or false therapeutic hopes. 
The dietary suggestions should be directed 
toward restoration of nutrition, mainte- 
nance of this state should it be present, or 
possibly reduction in weight should it be 
considered that faulty joints will be bur- 
dened with unnecessary weight. 

A high caloric, high vitamin diet, based 
on foods rich in carbohydrates and protein, 
should be recommended for those patients 
of normal or below normal weight. An at- 
tempt should be made to reduce the obese 
patient, but if the disease is active or a 
patient is in the early period of convales- 
cence, rapid reduction is not advisable. The 
systemic nature of the disease will cause 
some loss in weight, and if dietary restric- 
tion is great, it may result in debilitation 
and thus confuse the clinical picture. 

The recommendation to maintain a high 
vitamin diet should be accepted with reser- 
vation and the continued use of costly high 
vitamin mixtures is not necessary. Cod 
liver oil (dosage 60-90 cc. daily) serves sev- 
eral beneficial purposes. It contains vita- 
mins A and D, and is an excellent agent to 
aid the patient in gaining weight. Should 
cod liver oil prove disagreeable, vitamin A 
and D concentrates can be used. 

A low vitamin C level is sometimes found 
in patients with rheumatoid arthritis, but 
this is not a deficiency peculiar to this dis- 
ease. However, an adequate intake of vita- 
min C must be assured. This can be easily 
accomplished by including 6 to 8 ounces of 
fresh orange juice in the daily diet. 

Some authorities believe that a supple- 
mentary amount of vitamin B complex is of 
value. This would be indicated if the pa- 
tient’s appetite is poor. 

ANEMIA 

Rheumatoid arthritis is often associated 
with a nonspecific low grade anemia. There 
is little if any indication for liver therapy, 
and these patients seldom respond to iron, 
and then only to extremely large doses. The 
presence of significant anemia is adequate 
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indication for whole blood transfusions, 
Borsi*® has reported that blood drawn from 
a pregnant female seems to have added 


value. This report is interesting thouvh 
incomplete. This is also true of the sug- 
gested value of folic acid in treating the 
anemia of rheumatoid arthritis as 
gested by Stephens and associates.® 


sug- 
PSYCHOTHERAPY 

It is only necessary to treat a few jpa- 
tients with rheumatoid arthritis to realize 
that psychogenic factors play a definite 
role.'’: '' Whether or not these factors rep- 
resent a situation which parallels the onset 
of the illness or is one precipitated by the 
arthritis does not lessen its importance. If 
the psychogenic disturbance is considered 
to be a major factor, it is likely that a psy- 
chiatrist’s assistance will be valuable. Usu- 
ally, however, the physician treating the 
patient can, with patience and understand- 
ing, accomplish more and give the patient 
better insight into his problem. 

The chronicity of the illness and its crip- 
pling tendency usually cause restlessness 
and anxiety even in the most stalwart pa- 
tients. Such emotional burdens continually 
call for realistic reassurance and sensible 
optimism, which must be ever present in 
the attendant’s approach to the patient. 

ORTHOPEDIC 

The use of plaster splinting has already 
been discussed. Should plaster splinting 
prove of no benefit in correcting a flexed 
extremity, in which fixation is not present 
and the joints are not acutely inflamed, it 
may be of value to apply light traction. 
This is usually reserved for correcting flex- 
ion deformities of the lower extremities. 

If, despite all precautions, a patient 
shows signs of progressive fixation of the 
elbows, proper plaster splinting will con- 
trol the final fixation of the joint in a posi- 
tion in which the extremity will be of most 
service to the patient. A hand that can be 
used for feeding and carrying out the re- 
quired daily ablutions is of value to the 
patient. 

-atients often overcome acute attacks of 
rheumatoid arthritis, only to be left with 
one or more joints which retain some sore- 
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ness or pain, or have a feeling of being 
“weak.” If this occurs in joints of the 
lower extremities, light calipers, elastic 
supports, corset-like strappings of the 
joints or shoe corrections may be helpful. 
Weak and painful ankles can be supported 
and made more comfortable. Poor gait 
and poor posture should be corrected, and 
this alone alleviates some of the pain asso- 
ciated with walking. 
ORTHOPEDIC CORRECTION 

It is being more widely appreciated that 
joints left useless or extremely painful from 
acute attacks of rheumatoid arthritis can 
in many cases be corrected by orthopedic 
surgery. When this stage of treatment is 
reached, the internist should lean first to 
the conservative measures, and support the 
orthopedic surgeon’s use of plaster splint- 
ing, traction, and mild manipulations. In 
such instances the internist must be on 
guard to avoid added trauma to a joint in- 
volved by acute inflammation. Each case 
requires individualization, and the ortho- 
pedic consultant should be aware of the pit- 
falls which are characteristic of the path 
of treatment of rheumatoid arthritis. 

Arthrodesis usually assures the patient 
a painless joint, but it should be under- 
stood that the joint will be frozen and in- 
An arthoplasty involves more 
risks, and the patient must be cognizant of 
the fact that much work will be necessary 
on his part, that pain may not subside for 
months, and that if the acute process re- 
curs, the operation will probably result in 
failure. Osteotomy may be carried out on 
ankylosed joints to improve the position of 
the part. This often affords better use of 
the hands or lower extremities. The at- 
tending physician should be ready to sug- 
gest these orthopedic procedures, and there- 
by offer the patient additional help. 

QUESTIONABLE ADJUNCTS 

Because of the time required to evaluate 
all methods of treating rheumatoid arthri- 
tis, the value of gold therapy remains un- 
proved. Although reliable observers are 
sincerely impressed with its value, accept- 
able published reports fail to demonstrate 


consistently outstanding benefits. Some 
supporters of gold therapy believe remis- 
sions may be hastened, but they appreciate 
that a high percentage of relapses is char- 
acteristic of the disease. So far continuous 
treatment with smaller doses of gold has 
not been carried out sufficiently long for 
satisfactory evaluation. The argument in 
favor of gold therapy is well stated by 
Ragan and Tyson,'* Hench" '' and Frey- 
berg,'’ and if the clinician decides on its 
use, he should familiarize himself with their 
experiences. However, the clinician should 
also be aware of comparable results, re- 
ported by Short and Bauer'® which have 
been obtained without the use of gold 
therapy. The added dangers of gold ther- 
apy must always be considered. 

The use of fever therapy by the intra- 
venous injection of mixed typhoid vaccine is 
not in itself a method of treatment. It is of 
value though in subacute or chronic cases 
which are unresponsive to basic therapy. 
Occasionally, several courses of fever (up to 
102° F.) may aid in bringing on a remis- 
sion, and are of value in demonstrating 
that the process is usually reversible even 
if such is only temporary. It is advisable 
to give no more than six or seven treat- 
ments on alternating days. Care must be 
exercised in patients who are debilitated 
or have faulty renal or hepatic function. 

The use of roentgen therapy in rheuma- 
toid arthritis has not proved as favorable as 
is reported in rheumatoid spondylitis. Bo- 
rak and Taylor’ have reported beneficial 
results when other methods of treatment 
failed. Freyberg’s'*’ results are not as en- 
couraging but he considers its use justified 
in “certain cases of advanced rheumatoid 
arthritis.” 

Endocrines, vaccines, bee venom, cobra 
venom, sulfur and large doses of vitamin 
D, given fairly extensive trial, are being dis- 
carded. The use of curare as an adjunct 
to measures previously discussed is now 
being evaluated’’. 

Foci of infection should be handled with 
the attitude that all efforts are being made 
to restore the patient to the peak of phy- 
sical fitness*®. Infected teeth as well as 








502 


other sites of infection should be eliminated 
but not at the expense of disturbing the 
basic program, or traumatizing inflamed 


joints. Nor should they be corrected if such 
a procedure may cause a flare-up in the 
rheumatoid process. Furthermore, it should 
be understood that elimination of focal in- 
fections will not cure the arthritis. 
SUMMARY 

A basic outline of treatment of rheuma- 
toid arthritis should include: (1) thorough 
understanding of the disease by the pa- 
tient, (2) rest, (3) exercise, (4) plaster 
splinting, (5) analgesics, (6) physical 
therapy other than exercises, (7) dietary 
management, (8) treatment of the anemia, 
(9) psychotherapy, (10) orthopedic appli- 
ances other than splinting, and (11) ortho- 
pedic corrections. These measures, carried 
out in an energetic manner, usually result 
in encouraging improvement and afford the 
patient full benefit of therapy. The use of 
such an active basic program helps prevent 
a feeling of helplessness and discourage- 
ment on the part of the doctor, an attitude 
which could so easily infect the afflicted 
patient. 
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GYNECIC SYMPTOM COMPLEXES* 
WM. F. GUERRIERO, M. D. 


DALLAS, TEXAS 


Women most often seek medical aid pri- 
marily for complaints relative to disease of 
their female genitalia. Of 1197 patients 
consecutively examined because of this, in 
506, or 42 per cent, other disease entities 
were found as the cause of their gynecic 
symptom complexes. To explain this, a 
brief review of the basic anatomy and phy- 
siology of the nervous pathways of the pel- 
vic viscera is necessary. 

ANATOMY AND PHYSIOLOGY OF INNERVATION 

The somatic innervation applies to both 
the sensory and motor nerve supply to the 
body frame, though we are concerned pri- 
marily with the sensory innervation. The 
posterior and anterior rami which arise 
from the mixed spinal nerves at the inter- 
vertebral foramina pass dorsally and ven- 
trally, respectively. The posterior branches 
are short and supply somatic structures on 
the dorsal surface of the body. The an- 
terior branches have a much wider distri- 
bution. In the thoracic region they run in- 
dependently, but in other regions they anas- 
tomose, giving rise to the complicated cer- 
vical, brachial, and lumbosacral plexuses. 

The anterior rami from the lumbar and 
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sacral portions of the spinal cord and the 
coccygeal nerve form the lumbosacral plex- 
us. This plexus is the most significant as 
far as interpretation of the pelvic symptoms 
of somatic origin is concerned. There are 
branches which partially supply the quad- 
ratus lumborum, psoas major, and minor 
muscles. The iliohypogastric supplies 
branches to the peritoneum, the cutaneous 
areas over the lateral and upper portions of 
the iliac crest, and the transverse and in- 
ternal oblique muscles. The _ ilioinguinal 
nerve supplies branches to abdominal mus- 
cles, the peritoneum, the cutaneous areas 
of upper and medial parts of the thighs, the 
mons pubis, and the labia majora. 

Branches of the femoral nerve in part 
supply the iliac and iliopsoas muscles, the 
hip joint, and cutaneous areas on the an- 
terior surface of the thigh. The obturator 
nerve gives off a branch to the external 
obturator muscle before dividing to supply 
the adductor muscles and cutaneous sur- 
faces of the medial aspect of the thigh. 

The sacral plexus sends branches to the 
pelvic girdle. Its posterofemoral cutaneous 
nerves supply sensory fibers to the peri- 
neum and the posterior surfaces of the 
labia majora. Muscular branches go to the 
pyriformis, obturator internus, gemellus, 
and quadratus femoris. The superior glu- 
teal nerve supplies branches to the gluteal 
muscles. 

From the pudendal plexus, muscular 
branches go to the levator ani and coccygeal 
muscle. Visceral branches are given off 
to the rectum, bladder and vagina. These 
visceral branches may go to their viscera 
directly or after a union with the sympa- 
thetic plexuses. The pudendal nerves sup- 
ply sensory branches to the external geni- 
talia, muscles of the anal sphincter, and 
perineum. 

Visceral innervation is effected by the 
autonomic or involuntary nervous system 
which can be classified into cranial auto- 
nomic, sacral autonomic, and sympathetic 
proper. The sympathetic nervous sys- 
tem is properly applied to that portion 
of the autonomic system which lies 
in the thoracolumbar region. Function- 
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ally the cranial and sacral autonomic sys- 
tems are called the parasympathetic system. 
The sympathetic and parasympathetic sys- 
tems have antagonistic actions on organs 
which they supply. In the sympathetic sys- 
tem the excitor cells are located in gang- 
lions which are at a distance from the or- 
gans which they supply, whereas the oppo- 
site is true of the parasympathetic excitor 
cells. 

The excitor or afferent cells of the para- 
symphathetic system are generally known 
and understood since they control the 
changes in the caliber of blood vessels, the 
activity of sweat glands, and the functions 
of the bladder and bowel. That this system 
has afferent neurons and that the efferent 
excitatory effects occur following receipt 
in the central nervous system of afferent 
impulses is often forgotten. The fibers 
from the viscera find their way to the cen- 
tral nervous system over the same anatomic 
route as that travelled by the afferent or 
excitatory fibers except the visceral fibers 
enter the spinal cord through the posterior 
nerve roots. It is now accepted that those 
afferent fibers which are concerned with 
transmission of the sensation of pain are 
true sensory fibers and should not be con- 
sidered as part of the autonomic nervous 
system except from an anatomic point of 
view. From this it follows that pain im- 
pulses which arise in the pelvic viscera are 
transmitted by these sensory nerves dis- 
guised anatomically as the sympathetic 
system. 


It is known that the superior hypogastric 
plexus (presacral nerve) forms an ana- 
tomic pathway for both the sympathetic 
and parasympathetic systems of the pelvis. 
The ovaries and tubes, as one would expect, 
receive their sympathetic nerve supply from 
fibers which reach them along the ovarian 
arteries and which come from the aortic 
plexus. The neural components which sup- 
ply the ovary originate mainly from the 
tenth thoracic nerve, and those of the tubes 
from the eleventh and twelfth thoracic 
nerves. Obviously then neurectomy in the 
interiliac trigone will not relieve pain 
originating in the ovaries and tubes. 
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INTERPRETATION OF PAIN STIMULUS 


Interpretation of a pain stimulus de- 
mands consideration of its (1) severity, 
(2) duration, (3) location, and (4) quality. 
Pain which arises in superficial somatic 
structures can be adequately evaluated as 
to these characteristics. Cutaneous pain is 
always of the same quality no matter what 
the etiology may be, and is not difficult of 
localization. Pain arising in muscle is dis- 
agreeable and fluctuating and more diffi- 
which 
deeper structures is difficult to character- 
the 


cult to localize. Pain arises in 


ize and it is necessary to consider 
mechanism of direct and referred pain. 

More or less argumentative ideas con- 
cerning visceral pain have been part of our 
medical history. Early authors denied that 
pain could arise directly from a viscus. Now 
most authorities accept two types of vis- 
ceral pain, direct and referred. It is sug- 
gested that the viscera have not a sense of 
localization of pain. The stimulus may be 
conducted to that portion of the spinal cord 
from which the sympathetic nerves that 
supply the origin are given off and irrita- 
bility may be set up on that segment of the 
cord. Thus the stimuli may be distributed 
as referred pain to regions served by that 
segment of the cord. 

It is known that viscera are insensitive 
to such stimuli as cutting, burning, and 
crushing, yet are sensitive to adequate 
stimuli which threaten to interrupt ordi- 
nary physiologic processes. These stimuli 
produce direct pain. Such stimuli are rapid 
distention or vigorous contraction of hol- 
low viscera, rapid stretching of the capsule 
of a solid viscus, and anoxemia of function- 
ing muscle tissue. 

Even with combined reflex and direct 
sympathetic nerve response to pain, the pel- 
vic organs remain relatively insensitive to 
pain. Much of the sensation of pain from 
visceral entities is owing to the somatic 
pain produced by stretching. In seeking 
the etiology of pelvic pain and evaluation 
of its degree, intangible factors as well as 
pathologic changes in the viscera must be 
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In certain cases in which the 
complaint is of so-called uterine or ovari:n 


considered. 


pain, the etiology may be psychic or psy- 
chosomatic. Violent emotions accompanicd 
by vascular contraction of surface vesscls 
and of the vessels of internal organs may 
give rise to pain stimuli. 

Thus with this review as a background, 
it can easily be recognized why a consider- 
able number of patients describe the origin 
of their complaints as being related to their 
female genitalia. The most important phase 
of a gynecologic survey in any patient is a 
thorough history and physical examination 
with particular emphasis on the genito- 
urinary, the gastrointestinal, and neuro- 
muscular systems. From these systems 
come the entities that produce gynecic 
symptom complexes, 

UROLOGIC DISEASE 

Experience has demonstrated that dis- 
ease of the urethra, bladder, ureters, and 
kidneys produces symptoms which are indis- 
tinguishable from gynecologic disease. The 
cramping pain, and the constant dull ache 
in the suprapubic area with referral to the 
lateral areas of the abdomen and the in- 
terior surfaces of the thighs may be the re- 
sult of urologic as well as pelvic disease. 
Frequently urologic disease of this type is 
exaggerated at menses to focus the patient’s 
attention to it. Little need be said concern- 
ing ureteral strictures and stones as con- 
cerns their confusion with gynecologic en- 
tities. Nor should it be necessary to recall 
that often ovarian neoplasms are discovered 
at laparotomy to be pelvic kidneys. In 226 
instances, or 44 per cent of the 506 patients 
who had gynecic symptom complexes, there 
were proved urologic entities as noted in 
Table 1. It should be a constant thought 
that these urologic entities are commonly 
present and every effort made to eliminate 
them as a cause of pelvic complaints be- 
fore ascribing these complaints to disease 
of the generative organs. Of these cases, 
20 had been advised that pelvic surgery was 
necessary. 
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TABLE 1 
GYNECIC SYMPTOM COMPLEXES DUE TO 
UROLOGIC STATES 





Cases Percentage 

Posterior urethritis 171 75.6 
Urethral strictures 12 5.4 
Huhner’s ulcer 3 1.3 
Insterstitial cystitis 4 1.8 
Ureteral strictures 6 2.6 
Ureteral stones 2 9 
Renal infection 22 9.7 
Renal ptosis 2 9 
Congenital anomalies 4 1.8 

Total 226 100 


BACKACHE 

3ackache is usually considered by wo- 
men as being a symptom of gynecologic dis- 
ease, yet nothing is more fallacious. It is 
true that at menses many women complain 
of backache. However, when closely in- 
terrogated these same patients admit its 
presence on exercise or strenuous work 
also. Very few, if any, gynecologists today 
consider low backache a gynecologic com- 
plaint. Interesting enough is the concom- 
itant presence of other gynecologic entities 
such as small myoma, functional ovarian 
cysts, and retropositions with nucleus pol- 
posus, lumbar disc, congenital anomalies, 
and postural defects. The rest experienced 
after surgery, or in many instances the use 
of the knee-chest position advised for the 
gynecologic entities mentioned, affords re- 
lief only temporarily to these patients. A 
thorough orthopedic examination will fre- 
quently spare patients unnecessary sur- 
gery. 

Backache was noted as a complaint in 
220 cases. After examination by a compe- 
tent orthopedist it was noted that the etio- 
logic causes were as noted in Table 2. 

TABLE 2 


GYNECIC SYMPTOM COMPLEXES DUE TO 
ORTHOPEDIC STATES 





Cases Percentage 
Postural 140 64 
Mechanical 60 27 
Infection 18 8.1 
New growths 2 9 
Total 220 100 


DISEASES OF RECTUM AND SIGMOID 
Since the rectum and sigmoid are a part 
of the pelvic viscera and a frequent site of 


disease, it is not unusual to have gynecic 
symptom complexes as a result. In 60 such 
instances rectal and sigmoid entities were 
found to be the etiology of such pelvic com- 
plaints as pain, dyspareunia, dysmenorrhea, 
and bleeding. In Table 3 are noted the 
types of disease present. 


TABLE 3 


GYN-LIKE COMPLAINTS DUE TO MEDICAL STATES 


Cases Percentage 
Colitis 40 67 
Diverticulitis 8 13 
Amoebiasis 5 8 
Carcinoma bowel 3 5 
Polyps bowel 4 7 
Total 60 100 


Not unusual is it to find carcinoma of the 
rectum considered as tubal or ovarian dis- 
ease. Diverculities is a common disease in 
women past 40 years of age at which time 
we are likely to confuse it with genital dis- 
ease. 

PSYCHIC CAUSES 

In this day of tension one must think of 
psychic disorders as Locke has recently 
noted a high incidence of psychic disturb- 
ances in gynecologic patients. A word of 
caution should be raised, however, that only 
after very thorough and painstaking search 
tor the etiology of pelvic complaints should 
the psychic element be considered. 

Therefore, it is advised that women with 
gynecic symptom complexes be given the 
benefit of a thorough general survey be- 
fore ascribing the etiology to doubtful geni- 
tal disease. 

SUMMARY 

1. An examination of 1197 consecutive 
patients with gynecic symptom complexes 
discloses 502, or 42 per cent, to have other 
entities than disease of the genitalia re- 
sponsible for the complaints. 

2. A review of the nervous pathways of 
the pelvic viscera is presented in order to 
aid in this discussion. 

3. Gynecic symptom complexes such as 
pelvic pain, backache, dysmenorrhea are 
often due to disease of genito-urinary, or- 
thopedic, or medical systems. 
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Dr. Jack R. Jones (Baton Rouge): Very often 
the gynecologist as well as the general surgeon be- 
comes so engrossed over the symptomatology of a 
that he is blinded to the 
This report by Dr. 


gynecologic condition 


existence of other entities. 
Guerriero should awaken all of us to the fact that 
the subjective symptoms and the objective findings 
may vary in different individuals and in different 
disease syndromes. Dr. Guerriero reports that 42 
per cent of 1197 gynecologic patients examined 
consecutively had other causes for their complaints. 
This means that approximately every other patient 
seen by 


the gynecologist has a non-gynecologic 


condition causing her symptoms. The urological 
conditions causing symptoms of a gynecic-like na- 
ture are well recognized. 
a reverse of affairs. 


However, there is often 
Many cases of cystitis are 
secondary to a chronic cervicitis or other uterine 
disease. We must then agree that many conditions 
causing symptoms are interrelated and occur con- 
comitantly I find orthopedic and _ neurologic 
problems account for a larger percentage of gyne- 
cic-like complaints. The lumbar vertebrae are 
probably exposed to a greater active and passive 
trauma than all the other parts of the spine. Thus, 
the nerve roots will be irritated often. Clinically 
neuralgia affects the twelfth dorsal and first lum- 
bar nerves more frequently perhaps, than any of 
the other nerves. If we consider the segmental dis- 
tribution of these nerves, many complaints refer- 
rable to the lower quadrants of the abdomen, the 
groin, the upper inner thigh, the costal-vertebral 
angle, and the iliae crests will be appreciated and 
a correct diagnosis made. Not only are the se- 
verity, duration, location and quality of pain im- 
portant, but we should differentiate between pain 
per se and pain with tenderness. Failure to at- 
tempt to elicit tenderness will give an incomplete 
picture of the involved spinal segments, allowing 
us only to direct our attention to the areas of spon- 
taneous pain. If doubt paravertebral 
nerve root block of the twelfth thoracic and first 
lumbar will often clarify the picture. 


exists, a 


Neuropsy- 
chiatric patients will frequently project their com- 
plaints to the pelvis. Many such patients have 
been exposed to useless surgery by an over zealous 
surgeon. However, one must be very careful in 
making a snap psychiatric diagnosis. As stated by 
Dr. Guerriero, this diagnosis should only be made 
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after exhausting all methods of investigation. This 
paper should stimulate the desire of every physi- 
cian to obtain a more careful history and to per- 
form a more complete physical examination in 
order that he may not be embarrassed too often in 
making a wrong diagnosis. 

Dr. Perry Thomas (New Orleans): Gentlemen, 
it is good to see that gynecologists are beginning 
to realize that females have other organs aside 
from a uterus, tubes and ovaries. Dr. Guerriero 
has pointed out that gynecologic back complaints 
are extremely frequent but these are usually easily 
diagnosed and recognized. Among those which 
are not commonly diagnosed and recognized are 
those due to orthopedic lesions appearing in the 
female body. As a general rule a diverticulitis in 
the colon can be picked up with a fair degree of 
difficult to 
discern; but the so-called neuralgic disorders of 


ease. Urologic disease is not too 


the anterior abdominal wall create the greatest 


confusion. Dr. Guerriero mentioned these briefly. 
It is interesting to recall the work of Judavich and 
Bates at the University of Pennsylvania who es- 
tablished a neuralgic clinic and who recently pub- 
lished a little text on Segmental Neuralgia Painful 
Syndromes. It has been my experience that the 
vague complaints located in the anterior abdomi- 
nal wall, particularly in the lower portion, are 
usually associated with backache; that there is 
always an associated hyperesthesia of the involved 
portion of the abdominal wall over which the pain 
is located; that it is practically always associated 
with a scoliosis of the spine; and almost uni- 
versally with a shortening of one extremity. A 
simple matter of placing a heel lift under one heel, 
leveling the pelvic girdle, and correcting the in- 
equality of leg length, has relieved a large number 
of these complaints. In some instances, the use of 
a heel lift alone has not been entirely satisfactory; 
although it partially relieves the pain it does not 
completely do so. In such instances the use of a 
lumbar sympathetic block has in every instance 
completely relieved the pain. Under these circum- 
stances, it is important that we as gynecologists 
test the sensitivity of the skin in the anterior ab- 
dominal wall. Judavich and Bates have pointed 
out the double innervation of the segmental areas 
of the body wall; they have pointed out the fact 
that there is superficial as well as deep hyper- 
esthesia and have described the methods and means 
of eliciting them. It is well to remember that the 
orthopedic lesions are not only responsible for back- 
ache in women but can be responsible for pain in 
the anterior abdominal wall as well. It is usually 
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of the vaguest type, and its characteristics are not 
clear even in the mind of the woman herself. 


Dr. Guerriero (in conclusion) : I would first like 
to thank Dr. Jones and Dr. Thomas for their inter- 
esting discussions. I had one purpose in presenting 
this subject this morning, and that was to actually 
bring to you the thought and feeling that all com- 
plaints in the region of the female genitalia are 
not necessarily gynecologic in origin. Unless one 
definitely finds reasons and causes on pelvic exami- 


nation to explain the complaints, the patient should 


at least be given the benefit of careful observation 
before being exposed to laparotomy. Often one 
will find that in a period of time these complaints 
will belong in other areas of the body and not in 


the female genital tract. 


It has certainly been a pleasure to return to my 
home and to my state once again to take part in 
this medical program, and I have thoroughly en- 
joyed my visit with everyone. I appreciate the 
compliment of being asked to attend, and hope that 
I may return again some day. 
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AUREOMYCIN 

In the past two years, three important 
new antibiotics have been presented. Of 
these, polymyxin is being studied, but pres- 
ently is regarded as too toxic for clinical 
use. Aureomycin and chloromycetin are 
available to physicians. The results ob- 
tained with both are being observed with 
great interest. 

Aureomycin is derived from the ultra- 
mold, Streptomyces aureofaciens, and has 
been developed in the Lederle Laboratories. 
It appears to be effective in certain types 
of diseases, or infections, where the anti- 
biotics in more common use have not been 
of value. It is a yellowish crystalline sub- 
stance. It gives promise of being one of 
the most versatile of the antibiotic drugs. 
It is effective against many Gram negative 
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and Gram positive organisms. It is also 
regarded as valuable against many rickett- 
sial infections. It has been reported as 
being useful in primary atypical pneu- 
monia. It has been found to be of service 
against certain infections which have be- 
come resistant to penicillin, streptomycin, 
and the sulfonamides. The measurement 
of its effectiveness in comparison with the 
other antibiotics is awaited. 

Among the rickettsial diseases it has been 
found by several groups of workers to con- 
trol Rocky Mountain spotted fever, Q fever, 
endemic typhus, a relatively new disease 
known as rickettsialpox, and also, lympho- 
granuloma venereum. In this latter disease, 
it appears to be superior to all other forms 
of therapy. Among other advantages that 
the drug has in this condition is that it is 
effective against a variety of secondary 
invaders. 

Comparative tests have been done in 
vitro. Against streptococci, pneumococci, 
and staphylococci, aureomycin was found 
to be four to sixteen times as active as 
chloromycetin; only one-tenth to one-eighti- 
eth as effective as penicillin against these 
same organisms. When Gram negative 
organisms were tested, the bacteriostatic 
activities of aureomycin and chloromycetin 
were comparable, in many instances. How- 
ever, against Proteus vulgaris and against 
Pseudomonas areuginosa, aureomycin was 
not effective. In experimental animals, 
aureomycin was found to have marked 
therapeutic activity against the entire 
group of psittacosis-lymphogranuloma vir- 
uses. 

The clinical use of the drug in various 
disease states indicates many fields in 
which it will be of value. Its use has been 
followed by symptomatic and bacteriologic 
control of acute and chronic brucellosis in 
the majority of patients. In Rocky Moun- 
tain spotted fever, the average duration of 
fever after the administration of the drug 
was two and a third days, in a certain group 
of cases. In primary atypical pneumonia, 
in a group of 13 patients, there was a pro- 
gressive decline in symptoms and in fever 
over a period of approximately seven days. 














One patient with endemic typhus, in an ad- 
vanced stage of the disease, was treated 
with quick relief and recovery. Three pa- 
tients with tularemia, in a serious phase of 
the disease, were treated with effective re- 
lief. The same authority found that the 
survival time in mice, experimentally in- 
fected with tularemia, was greater with 
aureomycin than with any of the other 
antibiotics used. In a variety of enteric 
infections, including typhoid fever and 
Salmonella infection, the results indicated 
that aureomycin may have had some bene- 
ficial effects. Further observations were 
necessary to determine its comparative 
value. In a large variety of ocular infec- 
tions, Braley and Sanders found rapid im- 
provement, using 0.5 per cent solution. 
Aureomycin is administered at present 
by mouth. In severely ill patients the 
schedule tentatively is based on the formula 
of 60 mg. per kilogram of body weight per 
day. It is suggested that one-sixth of the 
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total daily dose be divided into three parts 
and given at hourly intervals for the first 
three hours. Following this, one-sixth of 
the twenty-four hour dose should be given 
at four hour intervals until the temperature 
has been normal for twenty-four hours. At 
this time, the dose should be reduced by one- 
half. For patients less acutely ill, a dose 
of 30 mg. per kilogram of body weight is 
suggested. 

Aureomycin appears to be a valuable 
addition to the number of antibiotics now 
in use. Its field of special value seems to 
be in the rickettsial diseases and the vir- 
uses. It also gives promise of being very 
helpful in those infections which have be- 
come resistant to other biological antibiotics 
and the sulfonamides. Toxic effects appear 
to be limited to the gastrointestinal tract, 
in which vomiting and diarrhea have been 
reported. These are easily controlled in 
many patients by the use of preparations 
containing alumnium hydroxide. 





ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


Our President, Dr. M. D. Hargrove, will 
relinquish his official duties at the termina- 
tion of our meeting in May. Dr. Hargrove 
has had an intense and responsible service 
during the past year, probably one of the 
most important in the history of our organ- 
ization. During his time of office he has 
displayed active and serious interest in the 
many problems confronting the Louisiana 
State Medical Society. His handling and 
solution of these problems is an evidence 
of his ability to guide the State Society 
through one of its most trying periods. 
Under his mature guidance the various 
functions and activities of our Society have 
expanded. 

Dr. Hargrove came into this important 
office well trained for his responsibilities. 
His early school and medical training were 
obtained ina hard way. The many rewards 
which he received as a result of his appli- 
cation are a suitable testimonial to his sin- 
cerity, honesty and integrity, whether as a 
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scholar, teacher, practitioner of medicine, 
or the holder of important offices in the 
State Society. 

He was born in Natchitoches, La., on 
November 8, 1894, the son of Dr. J. B. 
Hargrove. Unquestionably his desire to 
become a doctor was inherited from his 
wonderful father. He graduated from the 
Natchitoches High School in 1911. He then 
took up school teaching and taught in the 
‘public schools in this state from 1913 to 
1917. These services were interrupted by 
the First World War. He volunteered for 
military service early and received his 
training in the First Officer’s Training 
Camp and was commissioned Lieutenant in 
the Infantry. He served with distinction 
and credit to his country in the 347th Regi- 
ment, 87th Division. He received an honor- 
able discharge in February 1919. In the 
same year he entered the medical depart- 
ment of Tulane University and graduated 
with high honors in 1923. He was recog- 
nized as an outstanding student at that time 
and had the distinction of being president 
of his senior class in 1923. For his out- 
standing record in medical school he was 
elected to the honorary fraternity of Alpha 
Omega Alpha, and the Stars and Bars. 
He was an ardent member of the Sigma 
Nu academic fraternity and Phi Chi 
medical fraternity. With this wonderful 
background he went to his present location, 
Shreveport, La., where he took his intern- 
ship at the North Louisiana Sanitarium. 
He has practiced medicine continuously in 
Shreveport since 1923, specializing in cardi- 
ology. His professional activities have been 
distinguished in Shreveport and its en- 
virons. Having established himself early 
as an outstanding and sympathetic practi- 
tioner of medicine, he soon obtained the de- 
votion of his friends and his confreres as 
well as the love and admiration of his 
patients. 


It is of interest to note just a few of the 
honors which he has received from the 
medical profession since his graduation. He 
was president of the Shreveport Medical 
He was councilor to the 

Fourth District 


Society in 1941. 
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Organization Section 


several years. Subsequently, he was elevated 
to the vice-presidency of the LSMS and 
later elected as vice-chairman of the House 
of Delegates. In 1946 he was chosen with- 
out opposition as president-elect of the 
LSMS. Since his early days as coun 
cilor, vice-president of the House of Dele 
gates, and as president-elect of the LSMS 
he has continued to serve as a member ot 
the executive committee. This gave him 
sufficient training and knowledge of our 
organization to prepare him for the arduous 
and important duties which are involved in 
the work of president of our organization. 
During the coming year he will continue 
to serve as a member of the executive com- 
mittee as past president. His distinguished 
services in Shreveport are and continue to 
be recognized. He is now Chief of the Med- 
ical Service of the Shreveport Charity Hos- 
pital. He is also a licensee of the American 
Board of Internal Medicine. He has been 
a most energetic member of the American 
Legion. 

For a number of years Dr. Hargrove was 
editor of the Tri-State Medical Journal, 
published in Shreveport. This monthly 
periodical disseminated scientific and or- 
ganizational information for the Tri-State 
Medical Society, serving the Eastern por- 
tion of Texas, Southern portion of Arkan- 
sas and Northern Louisiana. He has also 
contributed numerous articles and material 
to our state and national medical journals, 
all of a high scientific and material value 
to the medical profession. 

With the above professional attainments 
it is obvious that he would be a hard, sincere 
and ardent participant in church work. He 
is a prominent member of the Methodist 
Church and has served on its Board of 
Stewards for a number of years. 

3y his marriage to Deryl D. Buford he 
was blessed with two sons, Marvin D. Har- 
grove, Jr. and Robert D. Hargrove. Fol- 
lowing in the footsteps of his worthy 
grandfather and father, it is very interest- 
ing to note that Marvin D. Hargrove, Jr. 
will soon become a medical student. It is 
hoped that the character of service rendered 
to the public and to the medical profession, 
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so wonderfully portrayed in the life of M. 
D. Hargrove, will be manifested in the fu- 
ture careers of his sons. Our organization 
will certainly miss Dr. Hargrove’s active 
participation in its work. However, we 
know that he will continue to give whatever 
help and support is needed to our organiza- 
tion for its continued advancement. 


0). 
U 





ANNUAL MEETING 


New Orleans and the physicians of the 
Orleans Parish Society are greatly pleased 
over the prospects of the 1949 annual meet- 
ing of the Louisiana State Medical Society 
to be held in New Orleans at the Roosevelt 
Hotel May 5-7. Judging from the number 
of hotel reservations requested and inter- 
est manifested in various ways, a large 
attendance is expected and Dr. Robert F. 
Sharp, Chairman of the Committee on Ar- 
rangements, reports that plans are complete 
for an excellent scientific program and the 
other features of the meeting promise to 
be entertaining and highly enjoyable. 

Mr. Robert F. Hurleigh, News Director 
of Radio Station WGN in Chicago, has been 
invited to address the opening meeting of 
the Society on Thursday night, May 5. Mr. 
Hurleigh is a well known and outstanding 
speaker and it is certain that his talk will 
be of interest to everyone in attendance. 
This will be an open meeting, to which the 
public is invited, and it is hoped that all 
members of the organization will come and 
bring guests with them. It is planned at 
this meeting to present an award to Dr. 
Charles M. Horton, of Franklin, who was 
selected as the outstanding general practi- 
tioner in the state for 1948. Also, lapel 
pins will be presented to all members of 
the organization who have practiced medi- 
cine for fifty years or more. 

Six out-of-state speakers have been in- 
vited to participate in the scientific sec- 
tions: Dr. Merrill W. Everhart, Dallas, 
Texas—Pediatrics; Dr. Martin H. Fischer, 
Cincinnati, Ohio—General Practice; Dr. 
Arthur B. Hunt, Rochester, Minnesota— 
Obstetrics; Dr. Robert Lich, Jr., Louisville, 
Kentucky—Urology; Dr. E. Sterling Nichol, 


Miami, Florida—Medicine; Dr. Oran V. 
Prejean, Dallas, Texas—Gynecology. These 
men are scheduled to present papers on im- 
portant subjects of current interest and 
there is no doubt but that their presenta- 
tions will be outstanding. 

Following is a synopsis of the meeting, 
including meetings of the House of Dele- 
gates, scientific sessions, and entertainment. 
Thursday, May 5: 

8:00 a. m.—Registration 


9:00 a. m.—House of Delegates 

12:00 Noon—Luncheon for House of 
Delegates 

2:00 p. m.—House of Delegates 


8:00 p. m.—Opening Meeting of Society 
Friday, May 6: 

8:00 a. m.—Registration 

9:00 a.m.—Scientific Program 
gery 

12:00 Noon—Luncheon for members 

2:00 p. m.—Scientific Program—Medi- 
cine 

8:00 p.m.—President’s Reception and 
Dinner-Dance 


Sur- 








Saturday, May 7: 

8:00 a. m.—Registration 

9:00 a.m.—Scientific Program 
Bacteriology and Path- 

ology 

Dermatology 
Gastro-Enterology 
La. Heart Association 


Pediatrics 
9:30 a.m.—Scientifice Program—vUrol- 
ogy 
10:00 a. m.—House of Delegates 
2:00 p. m.—Scientific Program 





Academy of General 
Practice of Louisiana 
Ear, Nose and Throat 
Eye 
Gynecology 
La. Allergy Society 
Obstetrics 
The meeting of the American Academy 
of General Practice of Louisiana, as noted 
above, will begin on Saturday afternoon, 
May 7, and this group will continue their 
meeting with a dinner on Saturday night 
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and scientific, business and _ installation 
meetings on Sunday, May 8. 

Other special groups will hold luncheons 
and dinners during the three day session of 
the State Society. 

Members who have not yet requested ho- 
tel reservations should do so at once. Such 


ft). 
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requests should be sent to the office of ‘he 
State Society, 1430 Tulane Avenue, Nw 
Orleans and confirmation of reservati:ns 
will be sent to the doctors by the hotels. 

All members and their wives are urved 
to attend and a cordial welcome from ‘he 
New Orleans Society is extended to all. 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society 


East Baton Rouge 


Date 
Second Wednesday of every month 


Place 
Baton Rouge 


Morehouse Second Tuesday of every month Bastrop 
Natchitoches Second Tuesday of every month 

Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 

Second District Third Thursday of every month 

Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


SPECIAL TRAIN SERVICE TO 
MEETING 
The Nashville railroad will fur- 
nish a through Pullman service to Atlantic City for 
doctors attending the AMA meeting there on June 
6-10, 


AMA 


Louisville and 


1949 if there is a sufficient number of doc- 


tors who will use this service. The train will leave 
New night of 
o'clock and a special Pullman car will go straight 
through to Atlantic City, without change, arriving 
at ten-thirty on the morning of June 5. 


) 


Orleans on the June 3, at 


eleven 


This ar- 
rangement is predicated on the number of doctors 
who desire interested should 
call the office of the State Society, Magnolia 4891 
or send a letter to the Secretary at 1430 Tulane 
Avenue, New Orleans in order that 


reservations and all 


requests may 
be recorded and reservations handled. 
NEWS ITEMS 

Dr. T. A. Watters read a paper entitled “The 
Obligations in Being a Good Teacher” before the 
faculty and student body of the National College 
of Education of 
23, 1949. 


Evanston, Illinois on February 


Dr. T. A. Watters was recently elected to mem- 
bership in the Chicago Psychoanalytic Society. 


Dr. Daniel N. Silverman addressed the New Or- 
leans Rotary Club and the Drug Travelers Asso- 
ciation on “Socialized Medicine—Its Effects on the 
American People”. 


Dr. Paul L. Getzoff was recently made a diplo- 
mate of the American Board of Urology. 


DOCTOR WANTED 
Young doctor with at least two years general or 
surgical internship wanted for permanent position 
in industrial surgical office in New Orleans. Con- 
tact office of the New Orleans Medical and Sur- 
gical Journal for further information. 


DOCTOR NEEDED 
There is need for a young, active and energetic 
doctor in the town of Cut Off, Louisiana. For 
further information communicate with Mr. Taylo 
J. Plaisance, R.R. No. 1, Cut Off. 


ETHICAL ADVERTISEMENTS 

Important messages are presented in the adver- 
tisements in our journal each month. New products 
are announced from time to time and information 
is presented regarding the use of products featured. 
Other types of ads emphasize services rendered and 
commodities offered that may be used in your prac- 
tice, in your office, and in your home. Doctor, 
you can rely on the statements and facts presented. 
We aim to include only ethical abvertisements in 
cur journal. Please tell the advertisers that you 
saw their ads in the New Orleans Medical and 
Surgical Journal. 
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NEW OFFICERS OF COMPONENT SOCIETIES 
The following officers have been elected by their 
respective parish societies to serve for 1949: 
Iberia Parish Medical Society 
President—Dr. Jules Dupuy, New Iberia 
Vice-Pres.—Dr. H. M. Flory, New Iberia 
Sec.-Treas.—Dr. R. V. St. Dizier, New Iberia 
Iberville Parish Medical Society 
President—Dr. F. O. Tomeny, White Castle 
Vice-Pres.—Dr. W. E. Barker, Plaquemine 
Sec.-Treas.—Dr. E. C. Melton, Plaquemine 
Vermilion Parish Medical Society 
President—Dr. Thomas Latiolais, Sr., Kaplan 
Vice-Pres.—Dr. Shelly Mouledous, Abbeville 
Sec.-Treas.—Dr. James R. Nunez, Abbeville. 
Fifth District Medical Society 
President—Dr. Carl L. Langford, Ruston 
Sec.-Treas.—Dr. F. E. McCarty, Monroe 
Sirth District Medical Society 
President—Dr. Guy Riche, Sr., Baton Rouge 
Sec.-Treas.—Dr. J. D. Thames, Hammond 
Seventh District Medical Society 
President—Dr. A. H. LaFargue, Sulphur 
Vice-Pres.—Dr. K. M. Lyons, Sulphur 
Sec.-Treas.—Dr. J. B. Hodge, Jr., Sulphur. 


HARRY PUGH FORSYTH 


1897—1949 


The Rapides Parish Medical Society has reported 
the death of Dr. Harry P. Forsyth of Alexandria 
in March, 1949. Dr. Forsyth was a graduate of 
Tulane School of Medicine and graduated with the 
Class of 1929. He was a member of the State So- 
ciety since 1930. 


WOMAN’S AUXILIARY TO THE AMERICAN 
ACADEMY OF GENERAL PRACTICE 


Cooperation was the keynote as the wives of gen- 
eral practitioners throughout Louisiana organized 
for auxiliary activity preliminary to the gather- 
ing at the First Annual Convention to be held in 
the nation of a Woman’s Auxiliary to the Ameri- 
can Academy of General Practice. 


Following the lead of Mrs. J. M. Bodenheimer 
and the enterprising women of the Fourth Dis- 
trict, the group comprising the Sixth District un- 
der Mrs. Thomas Y. Gladney of Baton Rouge, 
joined their husbands at dinner preceding the reg- 
ularly scheduled meeting of the doctors. They 
listened to an inspiring speech by Mrs. George D. 
Feldner, membership chairman for the state and 
guest of honor for the evening, and achieved a one 
hundred per cent auxiliary membership of the wo- 
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men present. 


Emulating the spirit of camaraderie which pre- 
vailed at the meeting reported above, the Second 
District women, under the leadership of Mrs. Earl 
J. Clayton of Norco, have received an invitation 
tor a dinner date with their general-practioner- 
husbands to the regularly scheduled April meeting 
of the group. Councilors of the remaining unor- 
ganized districts may well profit by the example 
of these pioneers, and assure attendants at the 
forthcoming convention who will be prepared to 
formulate ideals and ideas for the conduct of the 
newly formed auxiliary. Literally, the eyes of the 
nation will focus upon the New Orleans gathering, 
May 7 and 8, as throughout the country auxiliaries 
will conform with the procedures developed at this 
first annual convention. 


Under the co-chairmanship of Mrs. George Feld- 
ner and Mrs. Daniel J. Murphy, the women of 
First and Second Districts have prepared a full 
program for the delegates and members attending 
the convention. Registration will be handled with 
the object of getting acquainted with the registree 
and assisting her with sightseeing, shopping, and 
other information which would make her stay in 
New Orleans profitable as well as pleasant. A 
patio party to be held Saturday afternoon will 
honor Mrs. M. C. Wiginton as the first auxiliary 
president in the nation. It will provide an op- 
portunity fer intimate acquaintanceship among 
the members. That evening at the invitation of 
the Louisiana Chapter of the American Academy 
of General Practice, the ladies will join their hus- 
bands at dinner. Dancing will follow in the spa- 
cious ballroom of the Roosevelt Hotel. 


On Sunday morning at nine-thirty the general 
session business meeting will be held in the Pan- 
American Room of the Roosevelt Hotel. A board 
meeting scheduled for the latter part of March is 
proposed to iron out problems of organization so 
that the general body will not have to submit to 
long drawn out procedures. Mrs. Wiginton and 
the other officers promise efficient conduct of the 
meeting with ample opportunity for any member 
to air her views and to submit 
eration. 


ideas for consid- 


Members of the convention committee will serve 
as hostesses at the patio tea with their daughters 
as tea girls. These will include Janelle Hinder- 
lang, Barbara Nell Massony, Monja Gray, Patricia 
Murphy, Pamela Ann Jones, Antha Ann and Mary 
Gaylord Sanders. 

Publicity for the convention and general news 
of the district groups will be gratefully received 
by Mrs. Edwin R. Guidry, 720 Broadway, New Or- 
leans (Walnut 4590). Mrs. Guidry is acting as 
publicity chairman for the period of convention 
preparation. 
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WOMAN'S AUXILIARY TO THE LOUISIANA STATE MEDICAL SOCIETY 


WOMAN’S AUXILIARY 


The wives of the visiting physicians here for the 
twelfth annual meeting of the New Orleans Grad- 
uate Medical Assembly were the guests of honor 
at the monthly program-reception of the Woman’s 
Auxiliary to the Orleans Parish Medical Society. 
The Queens and Maids of the 1949 Carnival Season 
presented in their royal regalia were Misses Kath- 
erine Talbot, Odile Jaubert, Eloise Tyrone, Joan 
Favrot, Claire de la Vergne, Eve Butterworth, 
Patsy Isabelle Ochsner, Alice Anderson, 
Joel Doell, Adele Broas, Jane Waguespack, Patsy 
Murphy, and Carol Gelbke. The trainbearers were 
Miss Mary Gayle Sanders and Miss Antha Sanders 
and the pages were Master Esmond Fatter, Jr. and 
Master Joseph B. Vella. Mrs. Boni J. De Laureal, 
entertainment chairman introduced Mrs. Rodney 
Toups who acted as Mistress of Ceremonies. Miss 
Constance Carter, Newcomb College musician, pro- 
vided the musical background. The rooms were 
lavishly decorated to depict a Chinese garden. 


Brown, 


The Woman’s Auxiliary to the East Baton Rouge 
Parish Medical Society was hostess to some 300 
Guest Day Coffee and meeting in 
March. Dr. Charles McVea, president of the East 
Baton Rouge Parish Medical Society, introduced 
Dr. Daniel J. Fourrier, who spoke on “The Medical 
Society’s Stand on Socialized Medicine.” A report 
was given by Mrs. Arthur D. Long, State Legis- 
lative Chairman. The topic of her talk 
“Changing Political Philosophy as Reflected by the 
Social Medical Legislation in the 81st Congress.” 
Mrs. Long’s speech will be printed in the next 


’ 


guests at a 


was 


issue of “News and Views” and may be used as 


material for local Auiliary study. 


Congratulations are in order for the 100th An- 
niversary of the founding of the Shreveport Medi- 
cal Society and the splendid newspaper section 
consisting for forty pages published by the Shreve- 
port Times, February 24, 1949 commemorating this 
anniversary. Many copies were mailed through- 
aut the state and I hope all Auxiliary members 
will have an opportunity to see a copy before or 
during the State Convention May 5, 6, and 7th. The 
Woman’s Auxiliary to the Shreveport Medical So- 
ciety has been organized since 1928 with Mrs. A. A. 


Herold as the first president and Mrs. Jos. E. 
Heard now serving as president. This Auxiliary 
has contributed its share towards the success of 
the Society. Their program for the month wil! be 
held on Doctor’s Day, March 30th, in honor of 
their doctors. 


A few more months, and the members of the 
Woman’s Auxiliary to American Medical Associa- 
tion will be arriving in Atlantic City, New Jersey 
for their Annual Convention, June 6th to 10th. 

Have you made your reservations? It not, send 
your request at once to Dr. Robert A. Bradley, 
Chairman, Subcommittee on Hotels, 16 Central 
Pier, Atlantic City, New Jersey. 

May 5th, 6th and 7th are the dates for the 
Louisiana State Medical Society Convention in 
New Orleans, at the Roosevelt Hotel. Auxiliary 
Registration and Pre-Convention Board meeting 
will be held Thursday. General Session of the 
Auxiliary will be held Friday morning with a Tea 
and Style Show at the Orleans Club in honor of 
Mrs. John Dunn, incoming president. A Post-con- 
vention Board Meeting is scheduled for Saturday 
morning followed by a luncheon at the New Or- 
leans Country Club. 


In the March 5, 1949 issue of the Journal of the 
A. M. A. may be found a special article by Morris 
Fishbein, M. D. on Medicine Under The British 
National Health Act. In Collier’s for March 5, 
1949 may be found an article by Lester Velie, on 
Is England’s Socialized Medicine Working?  So- 
cialistie Medicine in England-Personally Observed 
by Robert E. S. Young, M. D., President of the 
A. A. P. S. is a third article on British Medicine 
worthy of your consideration and study. A fourth 
article may be found in the March 21, 1949 issue 
of Time which devotes several pages to Pritain’s 
Health Minister Bevan. 

Auxiliary members regret to learn of the death 
of Dr. H. P. Forsyth, Chairman of the Advisory 
Board to the State Auxiliary and husband of our 
State Treasurer. Sincere sympathy is extended to 
Mrs. Forsyth and members of the family. 

Grace D. Darby, 


Press and Publicity Chairman. 





BOOK REVIEWS 


Gynaecological and Obstetrical Anatomy: By C. F. 
V. Smout, M. D., M. R. C. S., Baltimore, The Wil- 
liams & Wilkins Company, 1948, pp. 248. Price, 
$11.00. 

Stressing the gynecological and obstetrical im- 
plications of the anatomy of the female pelvis, this 
second edition also covers such subject matter as 


the placenta, the anatomy of the fetus in its rela- 
tion to childbirth, and ovarian endocrine function. 

A sound basic knowledge of topographical an- 
atomy is the fundamental foundation for success- 
ful practice, and the clinical application of the sub- 
ject has been emphasized more than in the average 
text of this type. 
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Illustrations numbering 185, most of which are 
original, enhance the value of this book which ful- 
fills a definite need. The price is out of propor- 
tion to the size of the text. 


EUGENE H. Countiss, M. D. 


Microbiology and Pathology: By Charles F. Car- 
ter, B. S., M. D. 4th Ed., St. Louis, C. V. Mosby 
Co., 1948, pp. 845. Price, $5.00. 


This is an excellent textbook designed for stu- 
dents of nursing. It presents in compact fashion 
the general principles of microbiology and the rela- 
tionship of microorganisms to disease, sanitary bac- 
teriology, and the salient features of the major 
infectious diseases. There are good chapters on 
the collection and handling of specimens for bac- 
teriological examination, also methods for practi- 
cal sterilization and disinfection of equipment used 
in hospitals and the physician’s office, the patient’s 
discharges and his environment. 

The section on pathology includes a chapter in 
the work of hospital pathologists as well as a dis- 
cussion of the basic features of pathologic tissue 
responses and the specific responses in vitamin de- 
ficiencies, infectious diseases, neoplasia, congenital 
defects and diseases of the respective organ sys- 
tems. 

The style is clear and simple; the illustrations 
are numerous and well-selected. The book may be 
recommended highly and it should have a wide use. 


M. F. SHAFFER. 
The Clinical Management of Varicose Veins: By 
David Woolfolk Barrow, M. D. New York, Paul 
B. Hoeber, 1948. Pp. 155, illus. Price, 
$5.00. 


Inc., 


This is a concise, lucid, and effective short mono- 
graph on the subject with chapters on the his- 
tory and anatomy, the physiology, the pathology, as 
well as the symptomatology, examination, and 
treatment of patients with this disorder and its va- 
rious complications. The physiologic considerations 
are perhaps the most interesting feature of the 
book and the author discusses, rather thoroughly, 
this somewhat controversial phase of the problem. 
It is unfortunate that the pressure phenomena in 
normal and varicose veins should be subject to con- 
tradictory reports by various workers. The author 
feels the evidence for the assumption that the pres- 
sure is increased in patients with incompetent com- 
municating veins or with incompetencies of the 
superficial veins is sufficient to warrant treatment 
based on the thesis that the underlying difficulty 
in severe and complicated varicosities is the in- 
creased pressure in the venous system. On this 
basis he recommends frequent ligation of the super- 
ficial femoral vein as well as a radical attack on 
the saphenous systems. He recommends extensive 
stripping of the internal and external venous 


veins rather than operative division of the com- 
municating veins, or excision of the superficial 
veins. The abandon with which this stripping is 
recommended without ligation or suture of rup- 
tured tributary veins is a little startling. 

The material is well presented and well illus- 
trated and should be easy to assimilate. It is pre- 
sented from a simple and noncontroversial point 
of view. 

PAUL T. DECAmMpP, M. D. 


Neurosurgical Pathology: By I. Mark Scheinker, 
M. D., Springfield, Ill., C. C. Thomas, 1948. pp. 
355. 238 illus. Price $8.75. 


Although Scheinker states that his “main effort 
has been to establish a functional, dynamic ap- 
proach to Neuropathology,” he has limited this text 
on “Neurosurgical Pathology” to his cross-bearing 
on the dynamic aspects of cerebral swelling. He 
does , however, admit that he “recognizes only too 
well his own limitations in dealing with so complex 
a problem.” It would seem, therefore, that the 
text should be more accurately titled to indicate 
the true contents of the book. 

In the chapter on “Intracranial Tumors” Schein- 
ker has attempted, as stated in the preface, “to 
present . . .-the fundamental characteristic histo- 
pathologic features of the more frequently observed 
tumors—based exclusively upon the use of prepara- 
tions stained with hemotoxylin and eosin.” How- 
ever, detailed descriptions of cellular pathology are 
not to be found in this chapter. 

The text is amply illustrated with photographs 
of which the photomicrographs are especially good. 
An extensive bibliography is appended. 

For the neurosurgeon in need of the further 
word on neurosurgical pathology, this book is not 
recommended. 


FREDERICK C. REHFELDT, M. D. 


Detailed Atlas of the Head and Neck: By Raymond 
C. Truex, Ph.D. and Carl E. Kellner. New York, 
Oxford University Press, 1948. pp. 162. Illus. 
Price $15.00. 


This book is the product of several years of 
teamwork by an excellent anatomist and a very 
capable artist, members of the Anatomy Depart- 
ment staff at Columbia University. 

It is not just another atlas. 
unique features. 


There are several 
The plates are arranged in four 
sections: Regional Anatomy, Skeletal Structures, 
Frontal Sections and Transverse Sections. Ap- 
proximately one-half of them depict the regional 
anatomy of the various areas of the head and neck 


in successive layers as they would appear in a 


laboratory dissection. Included in the explana- 
tions of many of these illustrations are cross ref- 
erences to plates showing frontal and transverse 
sections which are valuable aids in obtaining a 
three dimensional concept of the relations of 
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structures under consideration. The views of the 
brain and its blood supply, the cranial fossae and 
their relations to adjacent structures, the pterygoid 
area and associated regions are especially instruc- 
tive. The section on skeletal structures has been 
confined to ten excellently drawn and labeled views 
of the skull and illustrations of the cervical verte- 
brae, ear bones, and the hyoid bone. The frontal 


and transverse sections have been closely enough 


spaced to allow tracing of most of the important 
structures from one level to the next without diffi- 
culty. Printing the vessels and nerves in color 
adds to the usefulness of the pictures of these sec- 
tions. The atlas is fully indexed. 

In the 
specifically 


words of the 


“ 


this volume is 
designed to aid both the practitioner 
and the student to gain a more lasting understand- 
ing of the intrinsic anatomy of the head and neck.” 


authors, 


ADRIAN F. REED, M. D. 


A Method of Anatomy, Descriptive and Deductive: 
By J. C. Boileau Grant, M. C., M. B., Ch. B., 4th 

Baltimore, The Williams Wilkins Co., 
pp. 852. Price $7.00. 


ed., and 


1948. 


In the following the first publication 
(1937) of “A Method of Anatomy” there have been 
three editions and nine reprintings. This is sub- 
stantial merit of the book. The 
present reviewer had the privilege of introducing 
the first edition to the readers of this Journal. It 
was characterized as 


years 


evidence of the 


innovation in the field 
Grant’s text is no longer 
an innovation, for it has had a vigorous and use- 
However, it 
is still distinctive among the texts on anatomy for 


“an 
of anatomical textbooks.” 


ful existence through eleven years. 


the features that made it so outstandingly differ- 
ent at the first: conciseness, subordination of ana- 
tomic trivia, clarity of statement and illustration, 
stimulating approach. The fourth 
edition is a thoroughgoing revision, as the result 


rational and 


of much rewriting; it contains 71 new figures. 
HAROLD CUMMINS, Ph. D. 


An Introduction to Surgery: By Rutherford Mori- 
son, M. D., F. R. C. S. Edin., F. R:. C. S. Eng., 
M. A., D. C. L., LL. D., and Charles F. M. Saint, 
c: &8..8.. &. B. B.S, F. S.C. &, Fk. AG. G. 
4th Ed., Baltimore, The Williams and Wilkins 
Co., 1948. pp. 330. Price $10.00. 

“An introduction to surgery” has been revised by 
Dr. Saint since the death of the author. 
As stated in the preface, this edition, as well as 
the previous ones, has as its object “to aid the 
student in thinking out for himself the problems 


senior 
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presented to him in the wards and in his text 
books.” 

This book differs somewhat from that of the 
usual textbook of elementary surgery both in sub- 
ject matter and in the manner of presentation. 
Approximately the first one-third is devoted to a 
discussion of shock, wounds, infection, hemorrhage 
and the effects of the interference of blood supply 
to tissues. The next one-third 
syphilis, tuberculosis, and malignant disease. The 
remainder of the of a number ot 
miscellaneous chapters which include discussion: 
of the hollow muscular systems, the serous cavi- 
ties, natural cures, and pathological conditions il- 
lustrating the application of surgical principles 
The emphasis throughout is on general principles 
of surgery, and an attempt is made to give the 
reader an understanding of the basic pathophysio- 
logic problems encountered in surgery rather than 
to present information on specific disease pro- 
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cesses. 

Many subjects are covered in a semioutline form, 
with important points in italics. The book is short, 
easy to read, and there are numerous illustrations. 

G. L. JoRDAN, M. D. 
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